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ABSTRACT 


BRINGING HEALING TO THOSE WHO SUFFER WITH COMBAT 
RELATED POST-TRAUMATIC STRESS DISORDER 
THROUGH PRAYER AND GROUP THERAPY 


by 
Dennis L. Bouch 
United Theological Seminary, 2024 


Mentors 


Charles Goodman Jr., DMin 
Phillip Pointer Sr., DMin 
Danielle Brown, DMin 


Pennington Fellowship Church is very traditional. The problem is the ministry is not 
equipped to successfully minister to individuals with Post Traumatic Stress Disorder 
(PTSD). If the pastor engages the local Veterans Administration and trains them on the 
importance of prayer in the healing process the lessons from those sessions can be used to 
equip the leaders of the church to aid in the spiritual recovery process. The method of 
research is qualitative. The purpose is to establish a culture in our church that empowers 


the members to recognize and be spiritually able to help those who suffer with PTSD. 
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“Tn war, truth is the first casualty.” 


—Aeschylus 


“Only the dead have seen the end of war.” 


—Plato 
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INTRODUCTION 


As a veteran that has been diagnosed with PTSD, and feeling helpless and 
inconsolable, I was introduced to healing through prayer and existentialism by my then 
pastor. I was not as familiar with many of the biblical characters who may have 
experienced trauma but via God’s grace and healing powers, I began to recognize how 
God opened opportunities for recovery. I began to explore prayer and group therapy to 
sustain my healing. During this process I was able to see how many people were 
struggling with the same issues that consumed me. Soon I felt as though my contributions 
to group therapy were much more beneficial to those around me. As a result, I felt 
compelled to offer any help available. Without even realizing I was benefiting from my 
contributions to others who needed to find this same experience. I believe that one can 
learn to cope and become productive people by listening to other’s hardships, learning 
about God’s unfailing love, and receiving and providing prayer. 

It has been my experience that those who have incorporated prayer in their 
treatment have accelerated the process of recovery and have an improved quality of life. 
This is where I begin my research with the understanding that prayer and spirituality have 
proven to be essential. The following chapters detail this methodology. 

Chapter One, Ministry Focus, is Pennington Fellowship Church, the surrounding 
community, Nashville Veterans Hospital, and anyone suffering from combat related post- 


traumatic stress disorder. My ministry is a hub that equips and aids in a positive support 
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and spiritual recovery process. If the pastor of Pennington Fellowship Church teaches the 
importance of prayer in the treatment process, then the church will be more capable to 
introduce individuals to a process of prayer and intercession therapy. 

My church is a circuitous rendition of where I am currently pastoring and how I 
arrived at this point in my life. There was never a time in my life I wanted to be clergy, 
yet it was always in the works unbeknownst to me. I would have been the last individual 
in my high school class expected to go into ministry. However, God’s plan has taken me 
places I never anticipated, and God continues to surprise me at every turn. I have come to 
realize I just need to sit back and enjoy the show. 

Chapter Two presents my Biblical Foundation research utilizing 2 Corinthians 
12:7—11, which demonstrates human brokenness and loss of intimacy within relationships 
with God and others. More broadly, the Apostle Paul’s life offers a Biblical example of 
trauma and PTSD. 

I believe that this project model of developing and implementing a program which 
brings awareness to patients, church leaders, congregates, community, and family 
members about the impact of combat-related Post-Traumatic Stress Disorder (PTSD) can 
be replicated in other churches. 

I share information about the alarming and disgraceful lack of awareness that the 
public at large, and the Church in particular, has regarding Post-Traumatic Stress 
Disorder (PTSD). The Church especially has a duty, or rather an obligation, to offer and 
provide healing to the brokenness of PTSD that so many in our communities have been 


diagnosed with and suffer from. The vast majority of those who suffer from PTSD have 


no idea what is going on internally and need guidance to mitigate the turmoil that may 
turn the simplest routine events into daunting tasks. 

It may be fair to say that the Church has failed in this endeavor. However, they 
are not alone; the federal government has also missed an opportunity to support those 
who need attention. Family members, too, often fail to reach out for help, or may face 
resistance when they do. 

The community as a whole should be able to recognize the altered personalities 
traits, behaviors, and changed dynamics that those who suffer from PTSD display. When 
we consciously choose to ignore and not identify altered behaviors or personalities, we 
fail to exercise the basic level of compassion that Jesus describes in the story of the Good 
Samaritan.! 

PTSD is not a disease, but a condition! It is a condition (in some cases long term) 
that is a direct result of life altering experience and is usually brought on by a traumatic 
episode. If the stigma of PTSD were reduced and viewed as a treatable and (in some 
cases) reversable condition, many veterans may be willing to move forward with 
treatment. Current PTSD treatments range from group therapy with clinically trained 
psychologist, to individual therapy, medications and drugs, and religious therapy. Healing 
may begin with “hope” above all—that one may return to a life that can be free of shame 
and guilt. A life that allows one to grow and realize their full God given potential. A life 
that may lead to offering help to other veterans, which is a fundamental value of military 


training and personnel in general. 


'Lk 10:22, New International Version (NIV). Unless otherwise noted, all scripture references in 
this document are from the NIV. 


Much research in this document will embrace and illuminate spiritual healing, 
exploring how we as a religious society can support those who are seeking spiritual 
help/healing. Paul communicates to his readers that “God’s grace is sufficient.”” This is 
assurance that everyone, including those who suffer from PTSD, can find help and 
comfort in the pages of the Bible. 

In Chapter Three, my Historical Foundation research, I describe how combat- 
related PTSD is a part of human history as far back as the beginning of recorded time. 
The historical figure that epitomizes one who altered their life due to PTSD was St. 
Ignatius Loyola. He was a young soldier who was tenacious and very promiscuous. After 
being severely injured in combat he consciously chooses to alter his life according to the 
teachings of Christ. 

Anytime there were battle casualties, enemies being repelled, or turf being 
defended, there have been documented cases of PTSD because of combat. While there 
are many causes of PTSD, this paper addresses combat-related PTSD specifically. 

Despite ongoing research, we still lack an explanation for why some who 
experience trauma have lasting episodes of PTSD, while others may never experience 
any symptoms. Some individuals who suffer from PTSD may be exhilarated by combat 
and seek to immediately return to the battlefield, while others become so debilitated that 
they are unable to respond to the most fundamental and elementary routine tasks. 

Over the millennia, the symptoms and behaviors of PTSD have remained 


consistent. However, the terminology has continued to evolve. What was once called 


22 Cor 12:9,10, New International Version (NIV). 
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soldier fatigue,” “shell shock,” and many other terms now fit under the 
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“battle fatigue, 
umbrella term of “Post Traumatic Stress Disorder.” 

Stress brought on by combat-related events alters the basic brain functions. This 
can be seen in individuals’ responses to varying stimuli. It can result in a heightened 
sense of alertness, or even the exact opposite—a dulled sensory experience of their 
immediate surroundings. 

Combat-related stress often results in extreme personality swings. For example, 
the simplest inconvenience may elicit a response that some would refer to as over- 
reacting. This can be explained by the individual’s previous exposure to situations that 
could potentially result in terminal consequences. This is a conditioned response that 
becomes deep seated in the psyche of a combat PTSD patient. Many PTSD sufferers 
become perfectionists as a result of being in a constant state of readiness, while others 
swing to the opposite extreme and becoming underperforming. These individuals may 
wonder why they are even alive and may view what they do as inconsequential. 

Chapter Four, my Theological Foundation research, explores the options provided 
by God and the Bible to those who suffer from PTSD is to recognize that we have 
options. We can adopt and adhere to the Biblical principles that may offer healing and 
restoration to broken individuals. God has provided the Word that can and often does 
lead to healing. God calls all of us to be the best we can be, and to live our best lives that 
reflects the virtues of those who follow Christ. God offers healing! Sometimes we call 
this “the miracle of modern medicine,” but at the very root of all healing is God’s hand. 

No one has ever been guaranteed an easy life, or a life that would be void of 


difficulties. It is responsible thinking to acknowledge that life will have hardships and 


unpleasantries. But when we use God’s Word, and the examples of Christ, to work 
through us, on us, and over us, we can be restored. Perseverance is continuing when 
difficult times befall those who have been smoothly moving along this continuum and are 
knocked down by adversity. This adversity may come in any form: health, financial, loss 
of loved ones, etc. We are to restore ourselves by the guidance that God has provided. 
God has promised that He “will never leave us or forsake us.”? 

Chapter Five, the Interdisciplinary Foundation paper, addresses faith, medicine, 
and existentialism for combat-related PTSD sufferers. This potentially could be a “third 
strand” to strengthen and enhance recovery by acknowledging God in advance. There 
could be a place to integrate God into our military before an individual is exposed to 
combat. God may have a place in basic education for military personal from the moment 
they enter the armed forces, making such an introduction on the front-end of a military 
career. God could be introduced to the armed forces (as a freely adopted option of course) 
on military installations rather than viewing God as an ancillary option or remote choice. 
Perhaps this could be done even in a curriculum study offered to service personnel when 
they enter basic training, R.O.T.C., or commissioning programs. Currently, at least in the 
author’s experience, God and church are viewed as a crutch or a weakness in military 
training. Members of the military are taught to depend solely on their own ability to 
survive in any situation or condition. 

Many returning PTSD combat survivors immediately seek answers and ask for 


God. However, as time passes, they revert to depending only upon themselves. There 


3-1 Ch 28:20, New International Version (NIV). 


may be an opportunity to reach wounded souls early and begin the healing with God, 
medication, and existentialism. 

Chapter Six is the Project Analysis. This offers a summery explanation and 
conclusion of the work performed in this research. I present all the findings and describe 
data that supports my hypothesis and the information that may not have been as valuable 
as I thought. I believe I have learned a great deal from this exercise and have a much 


better sense of what to do and what not to do in research in the future. 


CHAPTER ONE 


MINISTRY FOCUS 


I am Dennis L. Bouch, Senior (and only) Pastor at Pennington United Methodist 
Church in Nashville, Tennessee. I am married to Laura, who is a beautiful woman, both 
inside and out. Laura has been very supportive in my ministry and in each of the churches 
that I have previously and continue to serve. She is a great helper who guides and helps 
me with many decisions and ideas, while supporting me in this vocation. 

The history of Pennington UMC has been handed down by word of mouth, and 
the following is taken from several sources. In the early 1800’s, three families—the 
Graves, Penningtons, and Williamsons—settled on the south bank of the Cumberland 
River. To attend worship services, they had to ferry across the river to Haysboro, which 
at that time was a large community. The ferry used at first was the small one, privately 
owned by the Penningtons. The minister of the church at Haysboro was the Rev. Thomas 
Elisha Carr, a very effective preacher. He was soon persuaded to come over into the bend 
once a quarter and hold services in one of the three family’s homes. In 1819, a small log 
cabin with a dirt floor was erected for their meeting place and named Carr’s Chapel after 
the Rev. Carr. This building was located on Dr. Luther Smith’s farm, now the property of 
Grace Nazarene Church. The chapel was heated by a single open fireplace at one end of 


the room. One door served as an entrance and exit at the other end of the building. The 


building was simply furnished with seats of hand-hewn split logs with pegged legs. An 
equally simple table served as the pulpit and homemade candles for lights. 

In 1860, the families of David H. McGavock, John W. Pennington, and others 
were responsible for moving the Chapel onto Bluff Road. Rev. Carr, being a circuit rider, 
made the trip to this chapel only once a quarter. The chapel’s appearance changed 
somewhat from the first; the benches had backs and oil lamps replaced the candles for 
lighting. However, the open fireplace still served for heating. Prayer services and other 
community activities were held in the homes. 

To get to this building, I have been told, one would have to turn north at the south 
junction of Bluff South. The church would have been somewhere near the present 2505 
Timwood Drive. At this site in 1945, churchgoers crossed a cattle grate and traveled a 
dirt road leading to the farmhouse of Mr. Melton. Mr. Melton and family obtained water 
from the springhouse seen today going down to the golf course. 

During the War Between the States, the chapel was occupied at various times by 
soldiers of the Union Army as a place to camp. The story goes that two Union soldiers 
took refuge inside the church, built a fire, prepared something to eat, slept, and upon 
rising the next morning rekindled the fire and soon afterwards left for their destination, 
leaving the fire burning. The building caught fire and was destroyed along with all 
records. 

Services continued and were conducted in a cabin on Dr. David McGavock’s 
farm. During this trying time, a retired preacher, Brother Hanna, who lived at the home of 


the McGavock’s, held services. 
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In 1870, Susan Graves gave some land at the intersection of McGavock, aka 
McSpadden’s Road, Pennington Bend Road, and Chapel Road, for a new church to be 
erected. This site is now behind the present Waffle House. This building was used for 
both church and schoolhouse. Completed in 1871, it was the first school in the bend. At 
this time, the name of the church was changed from Carr’s Chapel to Pennington 
Methodist Episcopal Church, South. The lumber had been sawed on the McGavock farm 
and furnished by Mr. Pennington. The inside was quite up to date with plastered walls 
and stained glassed windows. Eventually, time took its toll, and the building was ravaged 
by weather. It remained on the Graves property until about 1889, when it was abandoned. 

Another piece of property was purchased from the Clees’ family for the erection 
of a new church, which was built in 1890. This is the location of the present property; 
however, at that time, the church building was very near the road. The original deed says 
it consisted of %4 acre, purchased for $41.71. The sellers were John Frank Clees, John 
Peter Clees, Joe Clees, and Mary Clees, widow of Theodore Clees. The trustees were 
Olin Weakley, T.H. Seal, B.F. Capps, and J.R. Vance. The name on the deed states 
“Pennington Chapel Methodist Episcolal Church.” (Episcolal is actually spelled this way 
on the deed.) 

As the community grew, so did the membership of the church. In 1929, when 
Alvis J. Davis was pastor, four church schoolrooms were added to the rear of the 
sanctuary. The church was on a four-church circuit until 1946, when it assumed a double- 
station relationship with Dodson Chapel United Methodist in Hermitage. The building 
built in 1890 moved in 1952, under the tenure of Brother H. N. Horton. A basement was 


excavated on top of a hill and the entire building was moved to this site. The basement 
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consisted of a kitchen, which was used as a fellowship hall and classrooms. Bro. Horton, 
along with the entire congregation, worked diligently in this remodeling. The pews were 
reconstructed and sanded under the direction of James Dickens (Raymond Landry’s 
grandfather). During the summer, the young Methodist group would put on a “Minstrel 
Show” and have ice cream suppers to raise money. 

Dr. James F. Baggett, a retired Methodist minister, came to us as pastor in 1960. 
Soon it became evident that the church was outgrowing its facilities. It was decided that 
another expansion was necessary. Expansion began by erecting the first floor of an 
education/fellowship hall building. To cut costs, many items, such as pews and flooring, 
were purchased by members of the congregation. In 1963, the building was completed. 

Ten years later, in 1973, during Rev. Phillip Horne’s tenure, the entire debt on the 
facilities was paid in full. The mortgage was burned at a ceremony attended by Bishop H. 
Finger, who dedicated the sanctuary. 

The church continued to grow in terms of membership and spiritual enrichment. 
Under the leadership of Rev. David Huffman, the need to connect the two buildings 
became apparent. In 1989, the addition would provide two classrooms, a nursery, a 
pastor’s study, secretary’s office, three bathrooms, a new roof for the 
education/fellowship hall, and new heating/air units for a total cost of $250,000. The 
congregation voted unanimously to proceed with this endeavor. The building was 
dedicated, and the note was burned in the spring of 1994 with District Superintendent 
Rev. Ed Templeton. 

I was appointed to Pennington UMC by the Tennessee Western Kentucky 


Conference Bishop William McAlilly in June of 2021. The future looks promising as 
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changes continue. We are always looking at improvements and dream of a Christian Life 
Center. Today the buildings and grounds have been updated. There is a playground with 
many modern accoutrements for children, a full-sized basketball court, and plenty of 
space for cooking outside and picnics. 

The residences within a five-mile radius of the church are moderately diverse and 
rapidly becoming racially mixed. The population is: 59% White (85,841), 28% 
Black/African American (41,797), 9% Hispanic or Latino (14,723), 2.5% Pacific 
Islander/American Indian (3,903), and 1.3% Asian (1,981). 

In 2021, the total population in the five-mile radius was 148,245. In the past ten 
years there has been negligible change to these statistics, and significant change is 
projected in the next ten years. But what is noteworthy is that the demographics are 
projected to shift radically over the next ten years. This immediate area surrounding 
Pennington church has experienced a population explosion due to several major events. 
First, excessive taxation in some large states, such as New York and California, has 
prompted some people to relocated to Tennessee, a state that does not have a state income 
tax. In addition, Tennessee’s tax incentives and tax deferments have attracted many 
corporations. 

This area was considered by the census to be a highly educated area. 
Approximately 23% of the population have at least a bachelor’s degree, and just under 
10% have a Graduate or Professional education. These numbers are very comparable to 
the statewide averages. The average income per household is approximately $75,000 
(which is $16,000 greater than the median in 2021), and the average income per 


household is projected to be $31,000 greater by 2026. These above average salaries are 
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also consistently higher than the entire state average by similar amounts. It is important to 
point out there are many people in the music industry (recording artists, record label 
executives, and country music celebrities) in the immediate area that may be skewing the 
averages and norms compared to the state average. 

Pennington United Methodist Church has been going through many of the same 
issues that most other churches have recently experienced. COVID-19 has caused many 
Pennington members to remain home and view the weekly sermons by electronic media. 
This has resulted in lower-than-normal weekly attendance. As a result, tithes and 
offerings have been reduced, creating financial hardships where none previously had 
existed. Interestingly, the combined total of members in attendance plus online sermon 
views has far exceeded the building capacity. In other words, the number of hearers, 
viewers, and those in attendance on Sunday mornings has drastically grown. Yet, these 
numbers are inconsistent with the dollars that the church has been collecting. 

Also, the church has struggled with a recent turnover in pastors. The most recent 
pastor had demonstrated interest in his business activities outside of the church. He had a 
Doctoral Degree in Mortuary Science and, as an undertaker, he was promoting his 
business practices by soliciting the members to purchase his services in advance. I have 
met this pastor on several occasions, and he is a very likable individual, and I have no 
issues with him. However, the congregants felt that there was a conflict of interest within 
the church. In addition, several of the prior pastors were very progressive in their political 
views, and they preached contemporary politics from the pulpit instead of Christian 
subject matter. This caused a great decline in membership. Many members left searching 


for a church that was more amenable to their views on the issue of homosexuality. 
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The most recent dilemma that has hobbled Pennington UMC is the congregation’s 
desire to separate from the Conference and not participate in what has been labeled “The 
Way Forward.” This has been a very divisive topic in the United Methodist Church 
regarding the church’s tolerant behaviors and endorsement of homosexual behavior. 
Pennington decided to vote with their feet and leave the Conference due to their 
conservative political view(s) on the subject. This is one of the hurtles that all mainline 
denominations are dealing with in the United States, and, for the most part, across the 
globe. William J. Abraham states in his very first chapter, in reference to some of the 
issues the United Methodist Church is wrestling with, 

Has it become, as John Wesley feared it might become, a dead sect holding the 

form but denying the power of true religion? Is it quietly sliding into oblivion, 

sharing the fate of all mainline Protestantism, as it continues to lose numbers and 
status in society?! 
Unfortunately for the United Methodist Church, I feel that Abraham’s thoughts are more 
accurate than the church leadership would like to admit. 

This is where my appointment began, in the wake of all the recent turmoil, 
confusion, and difficulties. My first priorities are to grow the church while assuring my 
congregation that we are all God’s children and loved by a good and gracious God. It is 
evident to me and all the members that the UMC has reached a place of stagnation. 
There are literally no members under the age of thirty, and the aged population that is 


here are set in their ways. Many of these long-time members are very good givers and 


contributors, but they do not realize this church will not exist in the next decade if we do 


' William J. Abraham, Waking from Doctrinal Amnesia, The Healing of Doctrine in The United 
Methodist Church (Nashville, TN: Abingdon Press, 1995), 11. 


15 
not act now to gain new and younger members. I believe only God can change the hearts 


of those who carry deeply entrenched beliefs. 

I have been a licensed local pastor since 2009 and have been appointed to a 
church ever since. My call to serve God came long before that, but I resisted it. While I 
was serving in the United States Marine Corps, I came to realize that God had a call on 
my life. I did everything possible to evade God’s call, knowing all the while I was 
kidding myself. I did everything possible to suppress the pull I was feeling to follow God 
and His will for my life. In fact, there were many times I prayed for God to leave me 
alone—I even shouted at God to stop! I knew I was not clergy material in my heart due to 
the life I was living. I also knew I would never be able to quote scripture by chapter and 
verse. Ironically, this did not stop God from pursuing me. I felt if I would just ignore all 
the thoughts and feelings that were in my head and heart, the call would eventually stop. 
I was not a good person, and I was leading a very immoral life marked by drunkenness 
and debauchery. I put myself first, above and beyond everything, I was my greatest 
priority. It was inconceivable to think God was interested in a person like me. God’s call 
was inconsistent with who I was as a person, and certainly not compatible with the 
lifestyle of a United States Marine Infantry Gunnery Sergeant. I was my own god in 
control of my own destiny. What I would become was by my own doing, so I thought. 

I knew deep down that I was in denial, for I had known God since my youth. I 
was raised in a home that put God first. My parents (and grandparents) made certain I 
was in Sunday School and church every Sunday. Although my father, who worked shifts 
and different days because he was a steel worker, did not attend every Sunday, he made it 


very clear that his children would be in church every Sunday. It was the typical, “do as I 
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say, not as I do.” Now, as an adult and having raised three children, I can understand the 
situation much better than when I was a child. 

As I grew into my later teens, I realized that church was of little or no value to 
me, and, when I left home, church was absent from my life completely. When I left the 
Marine Corps, I converted to the Roman Catholic tradition to appease my then wife. I 
never had any issues or concerns about being a practicing Catholic. I was along for the 
ride and, as an ancillary and unintended benefit, I learned a great deal about myself, a 
new religious practice, and the Catholic Church. I wanted to understand everything—the 
reasons why things were done a certain way, the purpose for the mass, and how it was to 
be communicated to the parishioners (the protestant church would say congregants). My 
inquisitive nature allowed me to dig deeper. 

I began to realize how great my biblical knowledge already was due to being 
raised in a denomination that teaches Scripture. Now I was being exposed to something 
that was more visceral in nature and spiritual and almost devoid of scriptural teaching. I 
felt as though I had a deeper and greater grasp of a larger picture of religion, and a deeper 
understanding of God and His grace due to my completely accidental religious exposures. 
As aresult, my personal growth in God was at a place I never expected. I could see I had 
knowledge that the Catholics were never exposed to, and I understood personal 
spirituality teachings that Protestants were not exposed to. This strange series of events 
that I was accidentally a participant of offered me a deeper and greater understanding of 
the cannon that most Christians never experience. I came to realize this culmination of 


church exposures was a godly gift in the making of my entire life. 


Ly 


I also experienced the worst of religion, which I have never spoken about until 
now. Early in my first marriage, I realized my marriage could not survive. I had several 
good reasons for pursuing an end to this marriage, but my ex-wife and her family, as well 
as a priest in the Catholic church, used faith in a manipulative way. I was told that God 
would frown upon me for divorce. This was communicated in such a manner that I could 
feel the guilt and heavy burden that was accompanying this message. And, unless I 
received an annulment, an extraordinarily expensive and time-consuming process, I 
would be prevented from ever marrying again. I could see through the smoke screen and 
decided to just walk away and be happy with a divorce. 

When the dust finally settled, I knew God was still with me. I was now 
questioning the existence of a God that I was talking to daily (I believe that is the 
definition of insanity). After a long period of time, I went hiking with my friends in 
Yosemite National Park. God was not on my mind that day, despite the breathtaking 
landscape. In a moment, I felt very strange as we were hiking up a mountain side. I told 
my friends to continue without me and I would catch up in a few minutes. As soon as my 
friends were out of sight, I sat down. I could feel God’s presence, and I began to cry 
uncontrollable. I knew at that very moment God had opened a door that I had to pass 
through, knowing that, when I did, I would never be the same. When I returned from that 
trip, I immediately entered seminary. After three years at Pittsburgh Theological 
Seminary, I transferred to United Theological Seminary, where I completed my Master of 
Divinity degree. At that time, I began my application process for ordination within the 
United Methodist Church. This involved a great deal of paperwork, followed by a panel 


of clergy and lay persons questioning my theology, then two additional years of practice, 
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and then additional questioning by the panel of clergy and lay persons. In the end, I was 
ordained and am serving my appointment at Pennington United Methodist Church. 

It has become obvious to me that my past life—all my worldly, corporate, and 
military experiences—in conjunction with my education have come together for this very 
moment in time. Many of the seemingly random events in my life were all for this 
purpose. God had been quietly fabricating and mending together my life behind the 
scenes for me to use at the precise moment He has planned. My current marriage has 
afforded me this opportunity to pursue God’s call on my life. My previous career 
knowledge, life lessons, education, skills, talents, and abilities have all equipped me to 
lead Pennington Church forward into the next phase of the church’s life cycle. There are 
many forces working against the church, including an aged population, leadership 
turnover, established routines, and an unwillingness to evolve. I know the task will be 
challenging and that it will demand time and energy that many pastors may not have to 
exert. But I believe in the good people at Pennington, and they are worth the effort. 

My first task will be to initiate a team that I can depend on and trust. I want to 
have a team that is willing to evangelize and make the many unchurched people in our 
community aware that we are a loving church that cares for all its members. Authors 
David Millard Haskell, Kevin N. Flatt and Stephanie Burgoyne have revealed some 
interesting research regarding the thoughts of members in growing churches, 

Growing churches are more theologically conservative and exhibit higher rates of 

Bible reading and prayer. Growing church congregants are more likely to agree 


that their congregation has a clear mission and purpose, and to identify 
evangelism as that purpose.” 


> David Millard Haskell, Kevin N. Flatt, and Stephanie Burgoyne, “Theology Matters: Comparing 
the Traits of Growing and Declining Mainline Protestant Church Attendees and Clergy,” Review of 
Religious Research 58, no. 4 (Dec 2016): 515. 
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We are an inviting church that welcomes everyone and excludes no one. I believe 
there is room for everyone in God’s house and that we as fellow Christians need to adopt 
a sense of tolerance that will promote a racially cohesive population. 

God has blessed the folks at Pennington with a facility that includes a world class 
kitchen that is currently underutilized. We have educational classrooms that can be 
utilized for after-school programs. We have teachers in the congregation willing to offer 
tutoring for computer skills, mathematics, and English. There are congregants willing to 
prepare meals for anyone who may be hungry. Although I personally am not a gamer, we 
have video games that many of the youth can enjoy. We plan to create programs that are 
centered around children that also allow parents to participate. We need to cultivate and 
foster an environment of care and support for the entire family. My focus on attracting 
youth is a key to our growth and is echoed in the writings by Haskell, Flatt, and 
Burgoyne: 

Growing churches were significantly more likely to emphasize youth programs 

than were declining churches. Based on Fisher’s exact test, growing churches 

were significantly more likely to say that youth programs received ‘a lot of 
emphasis’ or were ‘a key emphases of the congregation.? 

In addition to our focus on children and youth, we are actively working to create 
activities for the aged as well. Iam very conscience of not referring to this as ‘elder care’ 
but rather simply ‘activities’ to avoid negative connotations. Many of the older ladies 
have expressed interest in cooking classes not only to learn, but also to share personal 


recipes with others. Quilting was also popular among the ladies—an activity that I would 


never have even thought about. Who knew bingo was still popular among the seniors? A 


3 Haskell, Flatt, and Burgoyne, “Theology Matters,” 529. 
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recent survey suggested that this is a high priority that allows the aged to stay mentally 


active while participating with other like-minded people. There was conversation about 
having a physical activity program that would allow the people to engage in low impact 
aerobic activity that would assist with mobility and flexibility. In addition to these 
activities, we are considering setting one evening aside for “game night.” This will 
include board games, cards, chess, checkers etc. 

We do have a population that is between the youth and aged categories who have 
expressed interest in a men’s shooting group and fishing club, white water rafting, a 
softball team, horseshoe league, and outdoor recreation that would include camping and 
canoeing. The church property has a full-size outdoor basketball court that is currently 
being used by the men. I am suggesting that we create a co-ed volleyball league that 
would allow us to invite other churches to participate. The ladies are currently planning 
an annual visit to Gatlinburg, Tennessee for shopping and spending time in the Smokey 
Mountains. This group is still very physically active, and their activity limitations are less 
of a problem. 

Also, the church has a staffed nursery to allow parents to re-charge and enjoy the 
service if only for an hour a week. Unfortunately, we currently have no children in the 
congregation. 

The ideas, plans, and suggestions are all very good, but the question remains— 
will these efforts attract people to the church? It has been no secret that all mainline 
denominations are losing people. It feels to me like the love of God should be the main 
and only purpose for people to attend and participate in worship. I admittedly feel like a 


“snake-oil” salesman when the church must reduce itself to gimmicks to attract people. 
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Unfortunately, the truth is that the church needs members to generate cash to support 
those who do attend. With large buildings that need constant maintenance, the funds do 
not go as far as they need to. I am opposed to selling the church building to rent space or 
using an empty warehouse to conduct church. Statistics have demonstrated that this 
works only for a very short period, and then the decline rapidly continues and leaves 
nothing gained. This downward spiral leads to churches closing and then the dedicated 
members have fewer and fewer places to worship. I personally would rather fight for a 
church and preach God’s word. 

To make Pennington a flourishing church with a growing vibrant population, it 
will take a lot of work, patience, intervention from the Divine, and money. I know this is 
not a small task and will require human resources, monetary resources, and solid 
leadership. I personally have a problem with the overuse of the word “leadership” in 
clergy settings and seminary classrooms. To me, leadership is not something you obtain 
because someone has told you, “You are a leader.” Leadership comes from years of 
experience. It cannot be bestowed upon an individual just because they are clergy! In 
fact, I see this as one of the major faults in the church that has led to much failure over 
the years. Often people are put into roles who have never received leadership training or 
who have never been in a leadership role. Some pastors have decided to close churches 
without proper analysis, or they have made radical changes without the necessary 
inquiries into the situation. Leadership requires more than a gut feeling; it requires 
assessing a situation thoroughly. 

I am in favor of following the Doctrinal Standards that have been set forth by 


John Wesley. I feel that his approach to organized religion provided a methodology in the 


pps 
theology and ecclesiology and guidelines for how Methodists should interpret the 


scriptures. Unfortunately, over time many of the precepts and principles have fallen by 
the wayside. The German evangelist Dietrich Bonhoeffer once astutely stated, “a church 
that loses the sense of the content of the gospel is much worse off than a church that goes 
morally astray.’ I see a very close similarity to this statement and where the United 
Methodist Church is headed. Over the course of my lifetime, I could clearly see the 
erosion of Christian education, expectations of what the Church was to provide, Spiritual 
wavering in the Doctrine, and a disregard for the Gospel. On some occasions the Biblical 
text has been weaponized and used in ways to girder a notion or point that has been 
completely taken out of the original Hebrew/Greek context in which it was written. I 
believe this has led to what the church now refers to as “pluralism.” Instead of educating 
congregants with the same message, we have come to interpret scripture in a way that is 
open to any interpretation and can mean many different things to anyone who approaches 
the texts. The Methodist Church claims to include all theological positions, which is 
logically impossible and falls prey to incoherence. I do not believe that was Wesley’s 
intent, nor did the Apostle Paul, who was quick to point this out to the people of Ephesus, 
support such an approach. Abraham states in his book, “Has it [Liberal Protestantism] 
with its enthusiasm for pluralism, paved the way for a radical rework of the Christian 
faith which will undermine it from within?”> 

Abraham goes on to sum up the situation: 


In short, there really is a kind of internal schism in the church, but the fear that 
facing this will mean the opening of a Pandora’s box prevents many United 


4 Eric Metaxas, Bonhoeffer: Pastor, Martyr, Prophet, Spy (Chicago, IL: Nelson Books, 2020), 
308. 


> Abraham, Waking from Doctrinal Amnesia, 11. 
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Methodist leaders from coming to terms with questions of doctrinal identity and 
from engaging in the kind of honest conversation which is essential.° 


One could draw parallels to the current day, in which church leadership has been 
hiding from this subject to preserve their individual position within the Conference, or 
perhaps even their retirement packages. On many levels it is reminiscent of the Pharisees 
who would not, or could not, acknowledge the Messiah, Jesus the Christ, because it 
would certainly impact their individual stations in life. I feel that studies of “growing” 
churches suggest that such churches prefer to be exposed to the truths and values that the 
Bible communicates to us all. I concede that there will always be questions on how we 
interpret the text and what it may definitively mean. Yet we are open to losing the 
integrity of Scripture when we make statements that are not germane to the authentic 
meaning and intent of what was being communicated and captured in the text. 

I feel as if the Universal Church within the United States will face a crossroads in 
the coming fifty years. can see that without re-introducing our younger generations to 
Scripture, we will have lost religion forever. It may go the way of the Latin language, 
perhaps studied merely for the purpose of a history lesson. I also feel it is our duty as this 
generation’s clergy to do all that is possible to reach, teach, and educate our youth and 
congregants of every age. If we fail to reengage today’s families, we will have failed as 
clergy, and as God’s people, to evangelize the world and make believers of all nations. 

This is where the trauma, failures, accomplishments, and promising evangelistic 
future of this church and this researcher find our synergy. My research is a result of 


seeing many young men and women returning from the combat theater in the most recent 


® Abraham, Waking from Doctrinal Amnesia, 13. 
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wars and finding themselves completely immobilized by fear. Most have skills that are 
easily applicable to trades that need to be filled or they may have a desire to garner an 
education. But they find themselves stuck analgous to a running-car that is in park in the 
driveway, and the operator with the accelerator pushed to the floor. There is smoke and 
enginge vibration but the vehicle does not move and will eventually run out of gas or 
stall-out. I have witnessed this in my previous churches and want my current church to 
become aware of these individuals who may live next door. Our church, like most 
churchs are unaware of the trauma that most of these veterans have been exposed to and 
suffered from. If we could begin to invite unchurched veterans to worship they may be 
willing to open up to God and recognize a need for therapy. 

Specifically, my background, ministry experience, compassion for people, and 
passion for growing the church will allow me to develop and implement a project that 
will bring awareness to patients, church leaders, congregates, community, and family 
members about the impact of one who has been diagnosed with combat-related Post- 
Traumatic Stress Disorder (PTSD). My journey proves that through educational group 
therapy and educational workshops, in conjunction with prayer and Christian-based 
values, veterans may become equipped with life skills that would enhance their ability to 
cope with the effects of trauma. 

My efforts are to raise awareness and enlighten the general public, schools, 
seminaries, congregations, and churches to become aware of Post-Traumatic Stress 
Disorder (PTSD). By providing education and understanding of the people who have 
been diagnosed and suffer from the effects of this condition. My hope is that more 


members of society may come to understand the behaviors and life-altering effects this 
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debilitating condition has. The goal of my research is to contribute to the development of 


strategies and support mechanisms for those who suffer from a PTSD diagnosis while 
simultaneously communicating to the public experience of those who suffer from PTSD 
(i.e., unprovoked extreme mood swings, violent fits of rage, self-destructive behaviors, 
and inability to connect emotionally, to mention just a few symptoms). 

While exploring the Biblical text, I had two priorities that needed to be 
communicated in the writings and research offered. First, I wanted to make others aware 
of trauma that may have been inflicted and left a veteran suffering without any real 
understanding of the original root cause of their PTSD. Many people with PTSD may not 
even be aware of the indifference and lackadaisical approach they have towards life. 
Others may be fully aware of their situation and may have withdrawn from society to 
hide or mask the condition that prevents one from living a full and healthy life. It may be 
something that has plagued them for so long they just believe it to be a part of their 
genetic composition. With some education, diagnosis, and therapy (perhaps spiritual 
therapy), it is possible to develop a plan for recovery. It is paramount to mention that in 
some cases recovery is not an option, but learning coping skills and becoming aware of 
what may trigger episodic events can be practiced, minimizing periods of uncontrolled 
emotional mood swings and depressions. 

The second priority is to educate the public, schools, seminaries, congregations, 
and churches in understanding what PTSD means to an individual who may be suffering 
from this diagnosis. Creating awareness of the vast number of people who live with 
debilitating PTSD may ultimately lead some to seek help and others to know how to 


interact with those who have been diagnosed with PTSD. It may even help to educate 
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those who may suffer, and refuse help due to the shame and embarrassment that may be 
attached to sexual trauma, spousal abuse, combat associated trauma, or some other form 
of trauma that has negative implications. 

The church should be able to recognize members who need help. Even if the 
church is not equipped to offer support, there should be an awareness of where PTSD 
sufferers can go to get treatment. In addition, the church should be able to offer spiritual 
guidance, and examples of how to research the events within the Bible that illustrate 
examples of those who have overcome traumatic experiences (i.e., Paul and King David). 
As the research presented in this document points to spiritual healing, the church family 
needs to be aware of where help can be obtained, and how to support those who are 
seeking spiritual assistance. Then the church can provide comfort and prayer for those 


who seeks spiritual healing. 


CHAPTER TWO 


BIBLICAL FOUNDATIONS 


To lay a Biblical foundation for my research on PTSD education and treatment, I 
have selected 2 Corinthians 12:7—11, which demonstrates human brokenness and loss of 
intimacy within relationships with God and others. More broadly, the Apostle Paul’s life 
offers a Biblical example of trauma and PTSD. I believe that much of what the Apostle 
writes about and details in his epistles could only have transpired as a consequence of his 
experience on the Damascus Road. 

Paul, then Saul, was born into the best circumstances possible for a Jew at that 
time in history. Paul was afforded tremendous privileges that the average person was not 
subject to. Having Jewish parents provided Saul with privileges and educational 
opportunities that most could only dream about. Saul studied under the tutelage of one of 
the greatest minds in all human history, Gamaliel. Matthew Henry provides this 
description of Saul: 

He was born in the city of Tarsus, a city of Cilicia, a free city of Romans, and 

himself a free man of that city. His father and mother were both native Jews, 

therefore he calls himself a Hebrew of the Hebrews, he was of the tribe of 

Benjamin.! 

Being born a Roman citizen was the proverbial “cherry on top” of an already 


privileged life. Saul was entitled to civil rights that non-citizens of Rome did not enjoy. 


' Matthew Henry, Matthew Henry’s Commentary, (Grand Rapids, MI: Zondervan, 1960), 1668. 
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For example, citizens of Rome could not be arrested without a proper trial, which would 


prove to be very beneficial later in Paul’s life. 

The Apostle Paul’s life was filled with traumatic experiences. He was beaten, 
imprisoned, rejected by fellow Christians, stranded, and shipwrecked. All of Paul’s 
misfortune may have been what he described as a thorn in the flesh. We find some 
answers of how we, too, can deal with traumatic episodes from Paul’s teaching in 2 
Corinthians 12:7-11, 

To keep me from becoming conceited because of these surpassingly great 

revelations, there was given me a thorn in my flesh, a messenger of Satan, to 

torment me. Three times I pleaded with the Lord to take it away from me. But He 

[God] said to me, “My grace is sufficient for you, for my power is made perfect in 

weakness.” Therefore, I will boast all the more gladly about my weaknesses, so 

that Christ’s power may rest on me. That is why, for Christ’s sake, I delight in 
weakness, in insults, in hardships, in persecutions, in difficulties. For when I am 
weak, then I am strong.” 

Trauma has been defined by The Diagnostic and Statistical Manual of Mental 
Disorders as occurring when both of the following are present: “the person experienced, 
witnessed, or was confronted with an event or events that involved actual or threatened 
death or serious injury, or threat to the physical integrity of self or others, and the 
person’s response involved intense fear, helplessness, or horror.” The debates continue as 
to the specific definition which may include (or exclude) other incidences, such as 
neglect and abuse, much of which we read in Paul’s encounters. 

Elizabeth Boase and Christopher G. Frechette, authors of “Defining Trauma as a 


Useful Lens for Biblical Interpretation,” provide this insight into the experience and 


impact of trauma: 


2 2 Cor 12:7—11, New International Version (NIV). 
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“Within the field of psychology, the study of trauma focuses on the range 
of responses evoked by an experience perceived to pose an extreme threat 
and that overwhelms an individual’s ordinary means of coping. The 
degree to which the person is conscious of the threat may vary. The 
experience may involve a single incident of an ongoing situation of 
captivity, disaster, or systemic oppression. Such perception is radically 
shaped by culturally specific factors. Moreover, since it is the perception 
of threat that is decisive, the experience may or may not involve actual 
physical violation. Immediately, largely unconscious cognitive responses 
to such experiences tend to cause profound and durable psychic effects. 
Such responses may also occur in persons who are not experiencing the 
overwhelming threat themselves but who witness others who are. 


Sensory stimuli that occur during such an experience are processed 
differently than are normal experiences. The impossibility of acting upon 
natural impulses to fight or flee a threat in many cases prompts 
dissociation, that is, withdrawal to some degree from both the disturbing 
awareness of the traumatic event and the intense feelings aroused by it. 
Such withdrawal serves as a survival mechanism protecting the victim 
from psychic collapse. Dissociation and withdrawal diminish the person’s 
ability to recall what occurred or to create a coherent narrative to describe 
the events. Oftentimes memory of the experiences may be available only 
in fragmentary ways, in the form of feelings or images, and these may 
intrude into awareness. 


Even as the mind creates psychic distance from the overwhelming feelings 

and thoughts, it attempts to make sense of the experience. It does so in 

ways that are largely unconscious but that may also enter consciousness.”* 

In very recent times, Post Traumatic Stress Disorder (PTSD) has garnered a great 
deal of attention in the psychiatric arena. In addition, within Christian communities, 
awareness, along with much study and debate, about PTSD has been growing. PTSD has 
been identified as the second most diagnosed psychiatric disorder. PTSD has been 


defined and continues to be redefined by the current medical community. The World 


Health Organization (WHO) defines PTSD as, 


3 Elizabeth Boase and Christopher G. Frechette, “Defining Trauma as a Useful Lens for Biblical 
Interpretation,” in Bible through the Lens of Trauma, eds. Elizabeth Boase and Christopher G. Frechette 
(Atlanta, GA: SBL Press, 2016), 4-5. 
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a delayed and/or protracted response to a stressful event or situation (either short- 


or long-lasting) of an exceptionally threating or catastrophic nature, which is 

likely to cause pervasive distress in almost anyone.* 

Psychiatrist Bessel van der Kolk, a leading authority in this particular field of 
study, believes that early trauma leads to cognitive impairment, behavioral reenactments, 
psychiatric illness, and loss of neuromodulation. He also believes that “one cannot 
overestimate the degree to which trauma warps character.”> Van der Kolk concedes that 
there is much work that must be addressed within the spiritual components of PTSD. Van 
der Kolk has stated, “The most corrosive impact of horrific emotional trauma is to be 
found in the spiritual fabric of persons, and that the condition of PTSD is spiritual at its 
deepest level.” One can assume that trauma that is re-lived from PTSD ensues when a 
survivor does not resolve the spiritual and emotional responses to the taxing encounters. 

Any effort to define “spirituality” or one’s “spirit” would lead to intense debate. 
Psychiatrists would not hesitate to denounce anyone projecting their beliefs upon another, 
especially if they are theologians who could dictate individual ideas regarding the subject 
matter. Yet Thomas Moore says in his book Care of the Soul, “it is obvious to him that 
the soul, which he defines as the seat of the deepest emotions, can benefit greatly from 
vivid spiritual life and may suffer when deprived of this.” 

J. R. Goldberg notes in his article on Spirituality, Religion and Secular 


Values: What Role in Psychotherapy that, “In recent years there has been a 


4 World Health Organization, “Post Traumatic Stress Disorder [F93.1],” in The ICD-10 
Classification of Mental and Behavioral Disorders: Clinical Descriptions and Diagnostic Guidelines 
(Geneva, Switzerland: World Health Organization, 1992), 120. 


5 B.A. Van der Kolk, “Workshop Notes: Childhood Trauma and Psychiatric Illness,” in Spiritual 
Dynamics of Chronic Post Traumatic Stress Disorder, Dec 11, 1992, video, Atlanta, GA. 


© Thomas Moore, Care of the Soul (New York, NY: Harper Collins, 1992), 204-205. 
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growing interest in holistic care, addressing spirituality in a broad sense.” 


Similarly, J. Campbell and B. Morgan in their work The Power of Myth argue 
that, “While there are many ways of understanding spirituality, there appears to be 
a growing consensus for it to be thought of as a connection or relationship to self, 
to others, the world or universe, and to God.”® It may be that we are closer to 
understanding what Paul Tournier meant in his writing The Meaning of Persons 
when he wrote, in 1949, that “it is the spiritual which makes the person.” 

For me, spirituality is our connectedness with all that is in the universe— 
our connection with the creative, life-giving forces. Spiritual life involves the 
whole person; it is about wholeness and completeness. The spiritual side of 
existence provides the bond which unites the individual in harmony with the 
wholeness of existence in self, others, and context, under God. Definitions such as 
these, which speak of wholeness and connectedness, relate directly to our 
understanding of the disruptions that occur with chronic PTSD. 

Discussion about spirituality also usually includes some conceptualization 
of transcendence beyond the immediate senses. Spirituality is an aspect of any 
attempt to approach or attend to the invisible factors in life and to transcend the 
personal, concrete, finite particularities of this world. J. LeBron McBride and 
Gloria Armstrong give this account of spirituality in their book entitled The 


Spiritual Dynamics of Chronic Post Traumatic Stress Disorder: 


TJ. R. Goldberg, “Spirituality, Religion and Secular Values: What Role in Psychotherapy,” Family 
Therapy News, June 1984, 16-17. 


8 Joseph Campbell and Bill Morgan, The Power of Myth (New York, NY: Doubleday, 1988), 5. 


° Paul Tournier, The Meaning of Persons (New York, NY: Harper and Row, 1957), 111. 


32: 
...Spirituality is that specifically human capacity to experience, be 


conscious of, relate to a dimension of power and meaning transcendent of 

the world of sensory reality... 

One of the most destructive aspects of trauma may be that it often destroys 

this sense of the mystical that is perhaps an inherent part of humanity and 

human cultures. It may be that the reality of life becomes too “real” for 

traumatized persons. They cannot break away into healthy metaphysical 

experiences.” 

The effects of trauma can vary widely between individuals who witness the exact 
same events or are exposed to very similar experiences. Unfortunately, there is no known 
way of measuring the degree trauma has on any one individual, while conceivably having 
little or no effects on another. There is no known science available that can quantify or 
measure the depth of a traumatic episode. Elie Wiesel captured his thoughts regarding the 
exposure to trauma he experienced while in German custody during the Holocaust in the 
early 1940’s. After seeing innocent children burned alive, he felt it was right to say that 
the “flames consumed my faith forever, murdered my God and my soul.”'! This is 
comparable to what soldiers returning home from Viet Nam said of their traumatic 
experience— “It was the moment when the spirit went numb, and the soul development 
stopped.”!” 

People who have suffered from PTSD often feel alienated from God. They may 


not be able to connect with other people, or previous relationships may fail. According to 


Van der Kolk, this is when many who suffer from chronic PTSD turn to alcohol, drugs, 


10 J. LeBron McBride and Gloria Armstrong, “The Spiritual Dynamics of Chronic Post Traumatic 
Stress Disorder,” Journal of Religion and Health 34, no. 1 (Spring, 1995): 5-16. 


'! Elie Wiesel, “Night,” Hill and Wang, New York, 2006 (originally published in 1958), 34. 


Elie Wiesel, “Night,” Hill and Wang, New York, 2006 (originally published in 1958), 34. 
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sex addictions, or become workaholics to fill a void in their lives. They lack the ability to 
trust and are incapable of hope. This begs the obvious questions: How can one connect to 
self, others, or God under these circumstances? Most PTSD sufferers fail to have 
meaningful intimate relationships, which may contribute to a disproportionate number of 
failed marriages among this population. Folks who suffer from Chronic PTSD have 
difficulty feeling inner peace. It has been documented that boredom easily causes PTSD 
sufferers to lose interest in things they once enjoyed. Often, they bounce around from 
interest to interest to maintain a high excitement level, which only provides exhilaration 
for a brief period. They may be unable to make sense of simple and rational events that 
take place on a normal day. They are often without a sense of direction and lack a 
positive or motivating disposition. Personal contentment evades PTSD sufferers which 
leads to an astronomical ratio of suicide among those with PTSD in comparison to those 
who have not been afflicted. 

Many sufferers of PTSD were traumatized by sexual abuse as young children. 
Others have been traumatized by physical battery and abuse, continual verbal abuse, or 
combat or other violent events. Even the loss of a loved one could be a cause of PTSD. 
Experts know the reasons for PTSD are as numerous as the number of people under the 
oppression of PTSD. 

Some who suffer debilitating PTSD have found inner strength through support 
groups. When a person can hear and see how others are coping with trauma in a clinical 
setting, they recognize that others like themselves have similar trauma, and they can be 


emboldened to accept and move past their impediments. 
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Hope can also be found through many of the Biblical stories in both the Old and 


New Testaments. For example, the laments of King David in the Psalms suggest that he 
suffered from PTSD. In this research, I will explore what Paul, both his life and his 
writings, can offer to those who have endured some form of trauma. I believe Paul’s 
encounters are very telling cases of trauma resulting in PTSD. His life events may 
communicate model behaviors and therapeutic ideals to Biblical readers of how to live a 
life post-trauma. Paul’s ability to overcome many hostile situations can offer support and 
hope for the Christian believer. Paul’s writings provide guidance to believers who suffer 
from the residual effects of trauma. Hope is offered and available in the spiritual context 
of Paul’s text. 

Often one can easily discern the disfiguring scars and amputation of limbs and 
recognize trauma that has befallen an individual. Many times, the “unseen/non-visible 


scars and wounds”!? 


of battlefield trauma (or any trauma) only reside within an 
individual’s brain. Even though brain trauma is real and present, it is not readily noticed. 
Trauma can be as severe, or in many cases, considerably more disabling and debilitating 
than any physical trauma, but because it is not visible it is often overlooked or 
misdiagnosed. 

I believe that this invisible harm from trauma is what Paul is referencing in Acts 
and 2 Corinthians when he speaks about the “thorn” (stake) that is in his side. There is no 


evidence to suggest that Paul had any physical abnormalities, but on multiple occasions 


Paul laments the torment and stressors he endured. In this section, I will highlight 


'3 Terminology coined by Deanna Bouch, mother of Dennis L. Bouch (author of this document) 
due to effects of war on husband and son. 
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examples that Paul offers to demonstrate his immediate and long-term discomfort which 
resulted in trauma that Paul not only encountered briefly but endured for much of his life. 
I will also describe similar examples and illustrations from King David, providing 
evidence that David, too, suffered much trauma that could have resulted in PTSD. 

Before proceeding, it is paramount to communicate that none of the individuals of 
the New Testament or Old Testament were ever diagnosed with Post Traumatic Stress 
Disorder. “Although psychiatry can be traced to India in the seventh century BCE and 
Greece a century later, PTSD as a recognized psychiatric illness is of recent vintage. The 
first description of PTSD-like symptoms in Western medical literature occurred in 1879; 
the diagnostic category of PTSD was formally established in 1980 and has been validated 
cross-culturally.”!4 PTSD has only recently been formally established as a “diagnosable 
condition,” and thereby being accepted and validated cross culturally, in 1980. This is not 
to say that many individuals did not suffer from this condition throughout the history of 


humanity. 


Exegesis 
Saul’s passion and zeal for every aspect of his life never waned or diminished. 
However, his perceptions, perspectives, and ideas of what he believed changed radically 
during his life. It may be fair to say his fundamental beliefs were divinely altered from 


the most extreme possible transformation. 


4 Peter Yuichi Clark, Toward a Pastoral Reading of 2 Corinthians as a Memoir of PTSD and 
Healing, (Atlanta, GA: Society of Biblical Literature Press), 234. 


36 
Early in his life, Saul passionately hunted for Christians to prevent the spread of 


Christianity throughout Jerusalem. He believed that eradicating Christians to prevent the 
spread of Christianity was consistent with the Jewish law. As a zealot for Jewish beliefs, 
Saul felt that this new “Christianity” was a scourge on the very traditions he so boldly 
upheld. Saul had to have known that his persecution caused Jesus’s followers, along with 
their beliefs, to gain acceptance and grow in the immediate region. Saul even participated 
in the stoning of Stephen, a Christian leader in Jerusalem. When Saul learned that many 
of the Christians had fled Jerusalem, Saul petitioned the Sanhedrin to permit him to 
pursue the Christians into Damascus and extradite the fleeing Christians back to 
Jerusalem, where they would have to stand trial for blasphemy and heresy. The journey 
from Jerusalem to Damascus was about 140 miles and would have had to have been on 
foot. According to William Barclay’s commentary, “Saul’s only companions [on this 
journey] were the officers of the Sanhedrin, a kind of police force. Because he was a 
Pharisee, he could have nothing to do with them; so, he walked alone; and as he walked, 
he thought.”!> This is very telling about who Saul was. As a Pharisee, he believed he was 
above conversation (or any interaction) with the very men who were traveling with him 
to protect him. 

During this journey, Saul encountered the Risen Christ Jesus, surrounded by the 
glory of heaven, in a most unexpected and peculiar way. While walking on the road to 
Damascus and nearing his destination, Jesus made His presence known to Saul: 


“Suddenly a light from heaven flashed around him. He fell to the ground and heard a 


'S William Barclay, The Acts of the Apostles, Daily Study Bible (Edinburgh, Scotland: Saint 
Andrew Press, 1953). 
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voice say to him, “Saul, Saul, why do you persecute me?” (Acts 9:4). Jesus revealed to 
Saul that He is alive! 

The twice repeated calling of Saul’s name convinced him that it was the voice of 
God manifested in Jesus Christ. Saul was immediately awakened to his sinful nature and 
convicted of his wrongful desires to persecute Christians. But God had plans for Saul’s 
recovery, and Jesus asks, “why persecute Me?” I believe Saul was made to see himself as 
a sinner in this moment, perhaps in a way he had never viewed himself in the past. Here 
we see a humble conviction that leads to a miraculous conversion. 

Then Jesus instructed Saul to get up and directed him to Damascus. During this 
time Saul’s name was changed, by Jesus, to Paul, and he became a follower of Jesus the 
Christ. During this encounter, Saul was blinded by the bright flash and unable to see his 
way. “Scales” of some sort formed over Saul’s eyes preventing him to see (Ac 9:8-18), so 
he was led by the hand. Saul was also told to wait for a man to tell him what to do.'® 

In the meantime, God appeared to Ananias, a follower of Jesus. Ananias, who was 
fearful and reluctant, was given instructions on where to find Saul. However, Ananias 
expressed some reservations, because he was aware of Saul’s identity and the purpose of 
his journey. God assured Ananias that Saul would champion the message of Christianity 
and proclaim salvation to the Gentiles. It is important to note that God made it known 
that Saul would suffer while sharing this new message of Christianity. Then Ananias 
sought Saul. Saul’s sight was restored after three days, and Saul received the message 
that he must share Christianity with the Gentiles. Saul accepted Christ at that moment, 


received the Holy Spirit, and was baptized. 


'6 Acts 9:8-18, New International Version (NIV). 
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Paul was a willing participant to follow God’s direction and become a follower of 


Jesus Christ. Just prior to this event, Saul was the greatest enemy of Jesus, His followers, 
and the Christian Church. When God intervenes, the results are dramatic, and in this case, 
Paul became the greatest champion for Christ the world will ever know. But Paul 
(formerly Saul) would always have a thorn in his flesh to remind him of God’s grace 
being sufficient. Paul’s autobiographic retelling of the events he shared in the New 
Testament (via the book of Acts and the collection of his Epistles, especially 1 & 2 
Corinthians) may provide hints or clues to some of the trauma Paul was exposed to 
during his adult life. 

The research for this exordium begins in the book of Acts, where we find that 
much of Paul’s (perhaps initial) trauma was captured, recorded, and describe when Saul 
stood by holding the clothing and cheering on the crowd of individuals stoning the 
martyr, Stephen. Although there is no mention of the impact that this had on Saul, one 
can speculate the internal psychological trauma involved when witnessing a human being 
killed by stoning. This event must have been appalling and inordinately distressing for all 
who gazed upon Stephen’s expiry. This is an overt, deliberate, and unscrupulous, 
exhibition of Saul/Paul’s murderous behavior. He is clearly guilty by association of a 
senseless murder. According to Scripture, (the sixth of the ten commandment, Ex 20:13) 
murder is never condoned.!’ Paul may not have expressed any outward or distinguishable 
emotion(s) (we cannot say for certain), but one can imagine the mental, psychological, 
and emotional residual effects this would leave on such a highly functioning and well- 


educated man such as Paul. 


'7 Rx 20:13, New International Version (NIV). 
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It may even be worth considering the exponential traumatic impact after Paul 


became a follower of Christ. One can rationalize that his memory of the killing of the 
innocent Stephen must have at times haunted his conscious, resulting in chronic PTSD. 
Guilt would certainly have entered Paul’s mind, causing his thoughts to spiral into regret 
and grieving, not only for the loss of Stephen’s life, but also for the very nature of Paul’s 
own thoughts regarding his salvation. Converting to Christianity from Judaism, then 
coming to a knowledge of Christ’s teachings and realizing the consequences of his 
participation in Stephen’s execution surely would have left an indelible impact on Paul’s 
conscience. In addition, directly encountering the Risen Christ would have convicted 
Paul of his actions, while illuminating the express contrast of his actions with the 
teaching of the Christ. Paul’s errant ways may have been amplified within his own head 
and heart, contributing to emotional, mental, and psychological trauma known today as 
PTDS. 

The Apostle Paul’s life was filled with trauma and misfortune. It serves as a vivid 
example of how we are to live through pain and suffering in this world. His examples 
transcend all time and nations and races. Paul clearly communicates that he had some 
type of malformity or disability, however, 

We don’t know what Paul’s thorn in the flesh was because he doesn’t tell us. 

Some have suggested that it was malaria, epilepsy, or a disease of the eyes. 

Whatever the case, it was a chronic and debilitating problem, which at times kept 

him from working. This thorn was a hindrance to his ministry, and he prayed for 

its removal; but God refused. Paul was a very self-sufficient person, so this thorn 
must have been difficult for him. It kept Paul humble, reminded him of his need 


for constant contact with God, and benefited those around him as they saw God at 
work in his life.'® 


'8Notes on 2 Corinthians, Life Application Study Bible (Wheaton, IL: Tyndale House Publishers, 
Inc., 2019), 2109. 
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Paul never expounds or provides any definitive explanation of what his ailment 
may have been. Theologians and scholars have made suggestions, but they have never 
been able to identify specifically what his actual problem was. According to Boase and 
Frechette, 


Peter Yuichi Clark argues that the letter of 2 Corinthians might aid readers 
affected by trauma through its modeling of a way of thriving in the midst 
of trauma and suffering. Clark points to features in 2 Corinthians 
suggesting that Paul was able to draw upon his solidarity with fellow 
Christians as well as his relationship with God in order to foster both 
recovery and resilience in the face of (potentially) traumatizing 
experiences.”!” 


Paul shares with the readers in 2 Corinthians many of the hardships he 
experienced in at least five differing circumstances (2 Cor. 1:3—10; 4:7—12, 16; 6:4—10; 
11:21—33; and 12:7—10). Any one or all of the following mentioned events could have 
been responsible for PTSD suffered by Paul. The repeated occurrences would have 
reinforced and exacerbated the traumatic effect of the events (2 Cor. 11:24—31). 


Five times I received from the Jews the forty lashes minus one. Three 
times I was beaten with rods, once I was pelted with stones, three times I 
was shipwrecked, I spent a night and a day in the open sea, I have been 
constantly on the move. I have been in danger from rivers, in danger from 
bandits, in danger from my fellow Jews, in danger from Gentiles; in 
danger in the city, in danger in the country, in danger at sea; and in danger 
from false believers. I have labored and toiled and have often gone 
without sleep; I have known hunger and thirst and have often gone without 
food; I have been cold and naked. Besides everything else, I face daily the 
pressure of my concern for all the churches. Who is weak, and I do not 
feel weak? Who is led into sin, and I do not inwardly burn? If I must 
boast, I will boast of the things that show my weakness. The God and 
Father of the Lord Jesus, who is to be praised forever, knows that I am not 


lying. 


'? Boase and Frechette, Defining Trauma, 20. 


4] 


There seems to be a balancing act in this passage somewhere between misery and 


endurance (Greek; thlipsis and pathema) related to the Greek word paraklesis, which is 
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English for “comfort,” “encouragement,” or “consolation.” It seems that Paul 


paradoxically experienced some comfort from his suffering, perhaps because his 
suffering offered a connection with God, who informed him he would suffer for God’s 
benefit. It may be prudent to remind the readers of Paul’s sediments regarding suffering. 
Paul believed that all Christians were to suffer for the sake of their Lord— “In fact, 
everyone who wants to live a godly life in Christ Jesus will be persecuted” (2 Timothy 
3:12). It can be viewed this way: Paul found comfort and refuge in his suffering and those 
around him who suffered for Christ. On the surface it may seem unhealthy or even 
sadistic to find joy in suffering. But Paul encourages those who are suffering in the Lord 
to lean into this type of hardship and take comfort in their despair. Paul may have used 
his suffering as a badge of honor or even encouragement to demonstrate his hardships 
while emphasizing the importance of suffering in 2 Corinthians 11:16—33. 


I repeat: Let no one take me for a fool. But if you do, then tolerate me just 
as you would a fool, so that I may do a little boasting. In this self- 
confident boasting I am not talking as the Lord would, but as a fool. Since 
many are boasting in the way the world does, I too will boast. You gladly 
put up with fools since you are so wise! In fact, you even put up 

with anyone who enslaves you or exploits you or takes advantage of you 
or puts on airs or slaps you in the face. To my shame I admit that we were 
too weak for that! 


Whatever anyone else dares to boast about—I am speaking as a fool—I 
also dare to boast about. Are they Hebrews? So am I. Are they Israelites? 
So am I. Are they Abraham’s descendants? So am I. Are they servants of 
Christ? (I am out of my mind to talk like this.) Iam more. I have worked 
much harder, been in prison more frequently, been flogged more 

severely, and been exposed to death again and again. Five times I received 
from the Jews the forty lashes minus one. Three times I was beaten with 
rods, once I was pelted with stones, three times I was shipwrecked, I spent 
a night and a day in the open sea, I have been constantly on the move. I 


42 


have been in danger from rivers, in danger from bandits, in danger from 
my fellow Jews, in danger from Gentiles; in danger in the city, in danger 
in the country, in danger at sea; and in danger from false believers. I have 
labored and toiled and have often gone without sleep; I have known 
hunger and thirst and have often gone without food; I have been cold and 
naked. Besides everything else, I face daily the pressure of my concern for 
all the churches. Who is weak, and I do not feel weak? Who is led into 
sin, and I do not inwardly burn? 


If I must boast, I will boast of the things that show my weakness. The God 

and Father of the Lord Jesus, who is to be praised forever, knows that I am 

not lying. In Damascus the governor under King Aretas had the city of the 

Damascenes guarded in order to arrest me. But I was lowered in a basket 

from a window in the wall and slipped through his hands. 

It certainly appears as if Paul was energized from suffering and affliction. It 
would also seem like Paul may have identified a mechanism to cope with his affliction or 
PTSD by rationalizing a “Spiritual” connection. 2 Corinthians 1:8—11 makes it clear that 
the suffering and pain that was experienced by Paul was real and intense. 

We do not want you to be uninformed, brothers and sisters, about the 

troubles we experienced in the province of Asia. We were under great 

pressure, far beyond our ability to endure, so that we despaired of life 

itself. Indeed, we felt we had received the sentence of death. But this 

happened that we might not rely on ourselves but on God, who raises the 

dead. He has delivered us from such a deadly peril, and he will deliver us 

again. On him we have set our hope that he will continue to deliver us, as 

you help us by your prayers. Then many will give thanks on our behalf for 

the gracious favor granted us in answer to the prayers of many. 

It may be gleaned from the previous passage that the emotional distress was 
daunting and extensive. This emotional hardship suffered by Paul, coupled with prior 
episodes of mental and emotional distress, could have exponentially amplified the pain he 
endured. Thus, the subsequent emotions experienced may have triggered symptoms much 


more severe than those experienced by another person who has never previously suffered 


from PTSD symptoms. Paul quickly reminds his readers to embrace these difficulties as a 
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blessing that accentuates and highlights human weakness. These are moments that we 
come to recognize God’s grace. We are reminded of Paul’s encounters with the divine, 
and the presence of the divine grace bestowed upon him multiple times in the letter of 2 
Corinthians. 

Paul later offers insight into some intriguing thoughts in 2 Corinthians 4:10 when 
he says, “We always carry around in our body the death of Jesus, so that the life of Jesus 
may also be revealed in our body.” He goes on to say later, in 2 Corinthians 4:16, 
“Therefore, we do not lose heart. Though outwardly we are wasting away, yet 
inwardly we are being renewed day by day.” Clark explains, 

What Paul seems to declare is that enduring these traumatic situations entails 

embracing his finitude and fragility; identifying his ministry with Christ’s life, 

passion, and resurrection; and continuing his work while awaiting God’s 
resurrecting power.” 

Guy Nave comments, “Living with confidence in the midst of suffering is not the 
same thing as passively accepting suffering and waiting for one’s “pie in the sky when I 
die.’””! Instead, as Saint Jerome has said, we are to see ourselves as, “wayfarers and 
pilgrims.””” Finding healing and relief is what Paul is communicating to us in this text. 


The spiritual self can find this help from God when we seek His guidance and use Paul’s 


examples. 


?° Peter Yuichi Clark, Toward a Pastoral Reading of 2 Corinthians as a Memoir of PTSD and 
Healing, (Atlanta, GA: Society of Biblical Literature Press), 238. 


21 Guy Nave, “2 Corinthians,” in True to Our Native Land: An African American New Testament 
Commentary, ed. Brian K. Blount (Minneapolis, MN: Fortress, 2007), 316. 


>2 St. Jerome, “Homily 63 on Psalms,” in J-2 Corinthians, ed. Gerald Bray (Downers Grove, IL: 
Inter Varsity Press, 1999), 242. 
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Conclusion 

I have demonstrated in this chapter that the Apostle Paul experienced significant 
trauma in his life. I have argued that the cumulative impact of these traumatic events may 
have been PTSD, and that PTSD may have been the thorn Paul refers to. While I was not 
able to study each of these traumatic events on a case-by-case basis here, every individual 
episode is a distinctive cultural/historical configuration that needs to be examined in the 
respective context. However, the overarching message that Saul/Paul continues to 
communicate to the readers is: “God’s grace is sufficient.” 

If we are to adopt and adhere to the principles of the Biblical teachings, we would 
need to subject our life to spiritual healing. Paul is the Biblical example that God 
provides to the world for how to address the trauma that prevents people from moving 
forward in life. Paul’s testimony provides examples that encourage us to live life boldly 
and in a holy way regardless of personal hardships and trauma. Paul demonstrated 
awareness that the thorn (stake) in his side would always be there and knowledge that 
God was going to use him for the growth of the Christian movement. Paul did not 
withdraw into his discomfort and lament his malfeasance; instead, he boldly moved 
forward to do the will of God and glorify God through spiritual healing. In the same way, 
we cannot roll over and die, or passively accept the debilitating effects of trauma and 
PTSD! Difficulties are a part of the human condition, and, as unpleasant as they can be, 
we are still blessed with the gift(s) of life whereby God is calling us to be active 
participants. Our trauma is a part of who we become and a piece of the fabric that 


comprises our very existence. This is not to suggest that we will not be scarred or injured 


32 Cor 12:9, New International Version (NIV). 
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mentally. These hardships must be addressed, dealt with, and placed within the 


appropriate context of our lives. All thanks be to God! 

As a pastor, I believe this trauma awareness/healing approach is biblical, and I 
will demonstrate in this project that, through educational group therapy and educational 
workshops, in conjunction with prayer and Christian-based values, Veterans may become 
equipped with life skills that would enhance their ability to cope with the effects of 
trauma. Furthermore, I believe that this project model of developing and implementing a 
program which brings awareness to patients, church leaders, congregates, community, 
and family members about the impact of combat-related Post-Traumatic Stress Disorder 


(PTSD) can be replicated in other churches. 


CHAPTER THREE 


HISTORICAL FOUNDATIONS 


Often, we think or perceive Post Traumatic Stress Disorder (PTSD) as a relatively 
recent or “modern affliction.” There’s plenty of evidence to suggest that PTSD is nothing 
new — in fact, there’s nothing that refutes the idea that the condition has been with us 
since the dawn of man.”' In the first humans, it may have been triggered by the threat of 
saber-tooth tigers, or the anxiety of gathering enough provisions to sustain themselves in 
times when food was scarce.” It may be logical to assume that our ancestors suffered even 
more from PTSD than we currently do because of their exposure to common hardships 
that our current innovations shield us from. 

In the nineteenth century we have had plenty of examples of PTSD because of the 
American Civil War. Over one million soldiers were either killed or wounded— 
approximately one third of all who served?. This is an incredibly high casualty rate; 
however, this number does not approach the total number of survivors impacted by the 


unseen wounds and scars of PTSD. At that time, there was little known about the 


' Chris Foy, A Brief History of PTSD and How it Was Discovered (Featured in Mental 
Health, Behavioral & Mental Health) 


? Matthew J. Friedman, MD, PhD, PTSD History and Overview, (Journal of Traumatic Stress, 
(2013), 26. 


3 Tony Horowitz, Did Civil War Soldiers Have PTSD? (Washington, DC: Smithsonian Publishing, 
2015), 1. 
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psychological impact of war, and it was never recorded as a battlefield wound, let alone a 
“psychic wound.” What we refer to as PTSD, or mental trauma, was viewed as a sign of 
weakness. It would have been considered a shameful display of weak character to exhibit 
signs and symptoms of mental trauma as a result of exposure to extreme violence. 

In 2015, Smithsonian Magazine published an article about John Hildt, a Civil War 
soldier whose arm was shattered by a musket ball during a pivotal battle in Virginia.‘ 
After he received treatment for his lost limb, he was sent to an asylum with a case of 
“acute mania,” a generic term for insanity. It is reasonable to assume that John Hildt’s 
diagnosis was what we would refer to today as PTSD. Clearly his case was caused by 
severe trauma, that is very similar to what we find in today’s PTSD diagnosis. Hildt 
tragically spent the remainder of his life, from 1862-1911, in an insane asylum, where he 
ultimately died. Hildt was one of many soldiers at this time who were warehoused with 
little or no treatment due to a lack of understanding of his condition by the medical 
community. 

For men, these types of mental illness were thought to be less than “manly,” or a 
shameful display of cowardice. Men who returned from the battlefield suffering from 
mental trauma were thought to have character flaws or mental problems. Civil War 
battles were fought up close and personal: soldiers engaged the enemy with gunfire, 
bayonet stabbing, and sword wielding. The greatest number of casualties were a direct 
result of bullets. Surviving a bullet wound often meant that a limb would be crudely 


severed by unclean medical practices which often led to slow and painful death brought 


4 Tony Horowitz, Did Civil War Soldiers Have PTSD? (Washington, DC: Smithsonian Publishing, 
2015), 1. 
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on by gangrene infections. Though the conditions of the Civil War represented significant 
trauma exposure, the Civil War soldiers’ state of mind was never addressed. 

Interestingly, the suicide rate of American veterans has remained constant from 
the Civil War up until and including the latest conflict in Afghanistan. Fortunately, PTSD 
is now coming to the forefront of the medical and psychological communities, and the 
public’s knowledge of the unseen scars caused by trauma and violence is increasing. Now 
it is time for this heightened awareness to be led by the church. 

In this section, I will describe PTSD from a historical lens. I will explain the 
evolution of our understanding of PTSD; describe historical difficulties in diagnosis; 
explain changes in the names for PTSD throughout time; discuss how the known causes 
of PTSD have shifted to include other forms of trauma in addition to combat violence; 
and provide more background on PTSD symptoms, treatment, definitions, risks, and 
triggers. This historical perspective of PTSD will better equip the church to bring healing 
to those who suffer with combat-related Post-Traumatic Stress Disorder. Therefore, I will 
conclude with a discussion about the ability of the Pennington United Methodist Church 
to raise awareness of PTSD and develop a program involving educational group therapy 
and workshops, in conjunction with prayer and Christian-based values, whereby veterans 
may become equipped with life skills that would enhance their ability to cope with the 


effects of trauma. 


Historical Movement and Evolution 
As I explore the historical movement and evolution of our understanding of 


PTSD, I intend to examine most closely the time between 200 C.E. and approximately 
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100 years ago. Throughout the history of warfare, soldiers have experienced the 
debilitating effects of post-traumatic stress disorder, or PTSD. According to Ilona 
Meagher in her book entitled Moving a Nation to Care: Post-Traumatic Stress Disorder 
and America’s Returning Troops, “From the time of the hoplites of ancient Greece to the 
present-day soldier, the effects of waging war on individual combatants, for the most 
part, the same.” However, scientific understanding of PTSD did not exist until relatively 
recently. Charles S. Lawrence notes in his work entitled A Century of Misunderstanding 
that, “The effect on military forces of PTSD traces its roots back to the mid-1600s, when 
doctors began identifying commonalities among men who fought in mercenary armies of 
the Thirty Years War.”° According to the American Psychiatric Association’s Diagnostic 
and Statistical Manual of Mental Disorders, “While the name of the disorder has changed 
over time, the diagnostic criteria have remained relatively similar: a person is exposed to 
an extreme external stressor that can lead to constant symptoms of sleeplessness, anger, 


agitation, hyper-vigilance, and an inability to concentrate on even the simplest of tasks.”’ 


Difficult Diagnosis 
PTSD has been very difficult to diagnose, which has contributed to failures to 


identify it and ongoing misunderstandings about it throughout history. Only recently has 


> Tlona Meagher, Moving a Nation to Care: Post-Traumatic Stress Disorder and America’s 
Returning Troops (Brooklyn, NY: Ig Publishing, 2007), 13. 
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® Charles S. Lawrence, A Century of Misunderstanding (Memphis, TN: Christian Brothers 
University, 2003), 2. 


7 American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders, 5th 
ed. (Washington, DC: American Psychiatric Publishing, 2013), 463-468. 
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proper attention been given to treat, studying, and offer healing to those who battle with 
this syndrome. 

It has always been relatively easy to identify a soldier who has lost a limb to 
amputation, or one whose life has been altered by shrapnel or a bullet. But the unseen 
carnage and wounds that only reside deep within the psyche of a patient have often been 
neglected. Why has PTSD been so difficult to diagnose? First, identifying PTSD can be a 
subjective process, dependent upon the medical professional treating the patient, since 
many psychiatrists cannot agree on the symptoms and standards for diagnosis. In 
addition, many veterans never seek treatment because of the shame that is associated with 
being labeled as a PTSD patient. Often men view psychiatric issues as a sign of weakness 
and believe they can manage the symptoms on their own, without any medical treatment. 
Furthermore, many veterans are very suspicious of the help they receive, especially since 
previous medical treatments have neglected to understand the breadth and depth of the 
hostilities experienced on the field of battle. 

It is a new and promising therapeutic method that has group sessions with fellow 
veterans, who have all been exposed to combat to be facilitated by a practicing 
psychiatrist or mental health expert in managing a productive conversation. 

Historically, the difficulties associated with diagnosing PTSD have led to a 
cascade of problems. Those who have endured physical wounds easily access medical 
and health benefits with compensation for the remainder of their lives, but those who 
suffer psychological wounds like PTSD face many challenges accessing these benefits. 
Those suffering in silence with nightmares, anxiety attacks, or chronic deep depression, 


may go completely undiagnosed, or, worse, be labeled as a person who is crazed and 
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unable to function in society. Once labeled a PTSD sufferer, the person may start to live 
into the self-fulfilling prophecy of knowing they are damaged psychologically. These 
individuals begin to go down a dark and isolated path and are rarely rescued. PTSD 
sufferers start to avoid social settings, deep lasting friendships, intimacy, and caring 
about employment or the ability to connect to family in a loving way. 

Difficulties associated with diagnosing PTSD have impacted how PTSD has been 
understood in history. Some medical professionals believe that PTSD has been around 
since the beginning of time and that there is nothing new about the effects of trauma on 
soldiers from one war or conflict to the next. Others disagree, questioning whether each 
label, name, or terminology from previous wars for what is currently called PTSD 
actually referenced the same condition. Due to the advancement of weaponry and 
fighting styles over time, many medical experts believe that the symptoms experienced 
by soldiers in these various wars may have been similar in nature, but the impact on the 
affected individuals was different in nature and would have required different treatment. 
A brief overview of interpretations of PTSD in various conflicts throughout history 
illustrates some of these challenges. (Horwitz, 2015, p. 8) 

Records of ancient Greek writings from soldiers who survived intense, close 
combat suggest that they experienced symptoms of PTSD. Soldiers returning home from 
the American Civil War who likely suffered from PTSD were labeled as weak or 
cowardly because they were viewed as not being able to stand up to the rigors of war and, 
therefore, less manly. Post-World War I, many soldiers who likely suffered from PTSD 
were considered crazy because of their exposure to long bouts engaged in trench warfare, 


followed by exposure to chemicals such as mustard gas. They were often labeled as 
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suffering from “Soldiers Heart” or “Battle Fatigue.” The soldiers who returned from 


World War II and Korea were deemed “Shell Shocked.” And when Vietnam veterans 
exhibited prolonged symptoms, the name PTSD was born. 

These differences in how PTSD has been understood are also reflected in 
differences in treatment over time. Early sufferers were often written off as collateral 
damage that could not be rehabilitated. Many were warehoused in insane asylums and 
became a tremendous burden to surviving family members and the institutions where 
they were housed. (Horwitz, 2015, p. 5) Minimal treatment or no treatment in many 
instances was provided to early soldiers/patients returning from the American Civil War. 
Many families never returned to visit patients who were sent to mental institutions, and 
many families never left a forwarding address as to where the family could be contacted 
or notified once the patient was received by the institution. These patients were detached 
from reality and their conditions often deteriorated after institutionalization, accelerating 
premature death. Much of the treatment for PTSD today has emerged from a slow and 
continuous advancement in how psychiatric patients are treated. Thank God times have 
changed! Today advancements in treatment and therapy offer hope to returning veterans, 


and society associates enhanced value with their lives and service to their country. 


Historical Names and Treatments for PTSD 
PTSD has been referred to by many names. During the American Civil War, it 
was known as “cowardly behavior” or “acute mania.” (Horwitz, 2015, p. 1) This was a 
generic term for one who was considered to be insane, crazy, or touched. At this time, no 


treatment was offered to soldiers suffering from it; they were only separated from society 
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and warehoused in insane asylums. This was not done maliciously—the care and help for 
such a diagnosis was just unknown and/or rarely researched. Soldiers of this era who 
suffered from shortness of breath, anxiety, or a tightening of the chest were treated by 
having the straps of their knapsacks loosened. Today these symptoms may be called 
panic attacks or anxiety disorders, or perhaps more definitively identified as PTSD 
symptoms. 

Post World War I there had been little advancements in comprehending the 
disorders suffered from extreme traumatic events. However, significant technological 
advancements in warfare, such as artillery, automatic rifles, machineguns, high 
explosives, and chemical warfare in the form of mustard gas, likely accelerate the 
exposure to trauma. It is believed that “Shell Shock” was the terminology used at that 
time to identify what is called today PTSD. 

By the end of World War II, several names surfaced related to trauma. Due to the 
greater use of chemical gases, the terminology “gas hysteria” was used identifying 
soldiers who had a tremendous fear of being killed by poisonous gas attacks. In addition, 
“soldier fatigue” or “battle fatigue” described those who had endured long stretches or 
repeated engagements of combat. Treatment for these soldiers was limited. Hans Pols 
points out that, 

For soldiers who developed symptoms of combat stress, or battle fatigue as it was 

known during World War II, treatment methods ranged from a small amount of 


rest near the forward lines, to psychotherapy and sodium pentothal injections 
aimed at calming soldiers and returning their minds to a state of normalcy.® 


8 Hans Pols, “War Neurosis, Adjustment Problems in Veterans, and an II] Nation: The 
Disciplinary Project of American Psychiatry during and after World War II,” Osiris 22, no. 1 (January 
2007): 82. 
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By the war’s end, all the mental illness would fall into one category labeled 


“Combat Stress Reaction” (CSR). It was almost a lazy approach, as the doctors and 
scientists knew of the mental illness suffered in combat, but chose to organize all of them 
under the simple diagnosis of CSR. 

From the beginning of the Korean War, the naming convention once again 
changed, and the label associated with trauma was “Combat Fatigue.” This name 
suggested that the returning veterans who had suffered from trauma only needed recovery 
time. It was decided that soldiers would not go home immediately after being returned to 
the states, but would have time to decompress with peers at temporary duty stations. 
Unfortunately, this only compounded the anxiety the soldiers experienced from being 
absent and isolated from their families and loved ones. 

When soldiers returned home from Vietnam, the traumatic symptoms experienced 
by them were too prevalent to ignore. Many suffering individuals chose to self-medicate 
with drugs that had become readily available to them, in addition to abusing alcohol. The 
problems spiraled out of control, creating social issues that our country had never 
experienced prior. Coined “post-Vietnam syndrome” in the 1970 by Dr. Robert Lifton, 
the suffering and distress of Vietnam veterans come to light as a result of a massive 
influx of patients in Veterans Affairs clinics, desperately seeking support for their 
symptoms.’ As a result of such high numbers of veterans addicted to illegal narcotics, the 
Department of Health officially recognized and created an official diagnosis for Post 


Traumatic Stress Disorder in the 1980’s. 


° Stuart Kirk and Herb Kutchins, “The Myth of the Reliability of DSM,” Academy for the 
Psychoanalytic Arts, January 28, 2015, http://www.academyanalyticarts.org/kirk&kutchins.htm. 
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Even more recently, soldiers returning from Iran and Afghanistan experienced 
higher levels of PTSD than previously seen in wars and conflicts. After a review of what 
may be causing the increased rise in service personnel seeking treatment, it was 
discovered that due to fighting two wars within the same time frame many soldiers had 
multiple deployments. To meet the man-power and fiscal demands of fighting two wars 
simultaneously, military leaders enacted policies that kept servicemen in the fight longer, 
and, in some cases, past their contracted enlistment periods. WA noteworthy book 
concerning the Afghan war reveals the impact PTSD at that time: 

The first American military scandal of the post-9/11 world occurred in the 
summer of 2002, when four Fort Bragg military wives were killed by their 
husbands in the space of six weeks. Three of the four men implicated in the 
killings had recently returned from Afghanistan, and the media coverage 
immediately homed in on the question of whether these killings were related to 
their deployments. Within days after the story broke, CNN.com posted an article 


suggesting that the killings “have led commanders to take a new look at whether 
combat deployments may be causing undue stress.” 


Abuses That Lead to PTSD 
When we hear PTSD or think about PTSD, the first thoughts that usually enter 
our minds are combat and military related incidents. We may think about veterans who 
are struggling with mental health issues or disorders who are not safe to be around. It is 
no secret that PTSD is a condition that severely impacts millions of service men and 
woman throughout our entire country, perhaps the entire world. You may even know of a 


person that suffers from some form of traumatic disorder. 


'!0U.S. House, United States Code, 5" ed., 2008, 10. 


'! Erin P. Finley, Fields of Combat, Understanding PTSD among Veterans of Iraq and 
Afghanistan (Ithaca, NY: Cornell University Press, 2011), , 
https://www.jstor.org/stable/10.7591/j.ctt7zbp2.2., 100-101 
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Yet this can be somewhat misleading when it comes to an actual diagnosis. 
Trauma can come from many events—not just combat—that cause us to experience harsh 
and unpleasant reactions. Physical, sexual, and domestic abuse can all lead to PTSD. 

Abuse can manifest itself in many forms and under many various definitions. 
Some of the strongest human emotions are sexual in nature, which can lead to one person 
taking advantage of another for reasons of sexual tension or dominance. Not all sexual 
abuse is founded in sexual gratification, as often found in serial predators, it can often be 
used as a form of dominance or used as a form of control over another person. 

Domestic abuse is another form of trauma that leads to PTSD in many instances. 
A child who sustains continual verbal and physical assault from a parent may experience 
PTSD. Abuse from a spouse who dominates the other by withholding sex, causing public 
humiliation, or perpetrating physical violence can lead to PTSD. 

One cause of PTSD that we may not readily think of is slavery. This may date 
back as far as the Jewish slaves in Ancient Egypt and include the Africans enslaved in the 
Western Hemisphere (most notable is the Africans in the Americas). It may seem 
unimaginable today, but forced labor does still exist, and it is a form of trauma. 

All the aforementioned incidences can trigger mental health disorders. But, 
depending on the individual, it is not necessarily an absolute or forgone conclusion that 
one will suffer PTSD. Why some individuals are severely impacted, and others are not, is 


medically or scientifically unknown. 
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PTSD Symptoms and Definitions 


Since there is significant overlap between PTSD definitions and symptoms, 
because symptoms are used to define and diagnose PTSD, I will discuss them together. 
As mentioned earlier, individuals exposed to similar trauma do not necessarily exhibit the 
same responses or symptoms. Only a small number of individuals who have been 
exposed to trauma develop disorders, long term or temporary in nature. There is some 
suggestion that the higher the I.Q. of the individual, the greater probability he or she may 
suffer from PTSD. This is a unique phenomenon and is currently being researched to 
understand the correlation with a higher level of mental functioning capacity. However, 
there is no full explanation for differences in responses to trauma. 

Despite early misunderstandings about PTSD in history, Lord Moran, a medical 
officer with the First Battalion, Royal Fusiliers, insightfully proposed that the 
“shellshock” affecting soldiers serving on the Western Front during World War I was not 
an indicator of cowardice, but rather the way to define something more intense and much 
more sinister—the effect of major trauma on the mind.'? As demonstrated by Lord 
Moran’s position, initially PTSD was considered a psychiatric disorder involving a 
mental break from reality or an inability for the mind to recover from a “break-down” or a 
detachment from reality. While many still categorize PTSD as a mental disorder, more 
recent studies have offered evidence that PTSD issues are disorders resonating from 
biological features. Stress alters normal brain function and structure. Stressors can create 


an acute and chronic change in the function of the neurochemical systems in specific 


2? Lord Moran, The Anatomy of Courage: The Classic WWI Study of the Psychological Effects of 
War (New York, NY: Carroll and Graf Berkeley, 2007). 
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regions of the brain where specific traumatic memories may reside. This may influence 
the brain circuitry for long durations or even permanently. 

Regardless of whether PTSD is considered to have psychological or biological 
origins, the diagnostic standards and associated symptoms are the same. According to 
PTSD researcher Douglas Bremner, 


The diagnosis of PTSD requires exposure to an event which involves a threat to 
one’s life or self-integrity. In addition, the diagnosis requires the presence of 
symptoms in three clusters, including intrusions, avoidance and hyperarousal, and 
the presence of clinically significant distress or impairment. The diagnosis 
requires at least one symptom in the intrusion category, three in the avoidance 
category, and two in the hyperarousal category. Intrusive symptoms include 
recurrent intrusive memories, nightmares, feeling as if the event were recurring, 
and feeling a lot worse with reminders of the event and having increased 
physiological reactivity with the event. Avoidant symptoms include avoidance of 
reminders of the event, avoidance of thoughts and feelings related to the event, 
trouble remembering an important aspect of the trauma, decreased interest in 
things, feeling detached or cut off from others, emotional numbing, and a sense of 
a foreshortened future. Hyperarousal symptoms include a difficulty falling or 
staying asleep, irritability or outbursts of anger, difficulty concentrating, 
hypervigilance, and exaggerated startle response.””!3 


To elaborate on these clusters, intrusions may also be referred to as ‘re- 
experiencing’ or ‘re-living.’ This is often accompanied by fear, panic, sweat, extreme 
muscular tension, and explosive anger. In cases associated with physical abuse, those 
suffering from PTSD may turn to violence and lashing out at those around them. 

Episodic avoidance may be triggered with a phobic reaction to a situation or place 
that may be indicative of the trauma. The individual may experience emotional numbness 
or a reluctance to participate in current events. This can be followed by an absence of 


being, or a detachment of all sensory functions, or estrangement of friends, family, and 


'3 Douglas J. Bremner, introduction to Posttraumatic Stress Disorder: From Neurobiology to 
Treatment (Hoboken, NJ: John Wiley & Sons, 2016), xi 
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loved ones. The affected individual may have a hopeless outlook on the future or little to 
no expectation of a career or success in anything that would be considered daily routine 
by others. 

Hyperarousal is identified by the emotion of anger, lack of concentration, 
exaggerated startling, and hypervigilance. 

As the scientific understanding of PTSD continues to evolve, two new symptoms 
have been added to the hyperarousal cluster: guilt and recklessness/self-destructive 
tendencies. Guilt, which involves assigning blame to self and others, results in a 
persistent state of negative emotions. It may be caused by reexperiencing the trauma, and 
it leads to altered moods and cognitive behaviors. Those who suffer from a continuous 
state of recklessness exhibit self-destructive behaviors that seem to accelerate a gamble 
between life and death. This symptom often lingers for a lifetime and can manifest itself 
in incidents of minor disagreements or situations such as traffic incidents or road rage. It 
sometimes plays out in what non-sufferers would describe as aggressive driving habits or 
a continual “intense” attitude. 

The American Psychiatric Association (APA) Diagnostic and Statistical Manual 
of Mental Disorders (DSM-IV-TR) provides this guidance for clinical diagnosis of 
PTSD:"4 


A. The person has been exposed to a traumatic event in which both of the 
following were present: 
1. The person experienced, witnessed, or was confronted with an event that 
involved actual or threatened death or serious injury, or a threat to the 
physical integrity of self or others. 


'4 American Psychiatric Association, Diagnostic and Statistical Manual-5 (DSM-5) (Arlington, 
VA: American Psychiatric Association Press, 2014), 48. 
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The person’s response involved intense fear, helplessness, or horror. 
Note: in children this may be expressed, instead, by disorganized or 
agitated behavior. 


B. The traumatic event is persistently re-experienced in one (or more) of the 
following ways: 


1. 


Recurrent and intrusive distressing recollections of the event, including 
images, thoughts, or perceptions. Note: In young children, repetitive 
play may occur in which themes or aspects of the trauma are expressed. 
Recurrent distressing dreams of the event. Note: In children, there may 
be frightening dreams without recognizable content. 

Acting or feeling as if the traumatic event were recurring (includes a 
sense of reliving the experience, illusions, hallucinations, and 
dissociative flashback episodes, including those that occur on awakening 
or when intoxicated). Note: In young children, trauma-specific re- 
enactment may occur. 

Intense psychological distress at exposure to internal or external cues 
that symbolize or resemble an aspect of the traumatic event. 
Physiological reactivity on exposure to internal or external cues that 
symbolize or resemble an aspect of the traumatic event. 


C. Persistent avoidance of stimuli associated with the trauma and numbing of 
general responsiveness (not present before the trauma), as indicated by three 
(or more) of the following: 


Se ee 


Efforts to avoid thoughts, feelings, or conversations associated with 
trauma. 

Efforts to avoid activities, places, or people that arouse recollections of the 
trauma. 

Inability to recall an important aspect of the trauma. 

Markedly diminished interest or participation in significant activities. 
Feeling detached or estrangement from others. 

Restricted range of effect (e.g., unable to have loving feelings). 

Sense of foreshortened future (e.g., does not expect to have career, 
marriage, children, or a normal life span). 


D. Persistent symptoms of increased arousal (not present before the trauma), as 
indicated by two (or more) of the following: 


eS Sate 


Difficulty falling or staying asleep. 
Irritability or outburst of anger. 
Difficulty concentrating. 
Hypervigilance. 

Exaggerated startled response. 
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E. Duration of the disturbance (symptoms in criteria B, C, and D) is more than 1 
month. 


F. The disturbance causes clinically significant distress or impairment in social, 
occupational, or other important areas of functioning: 


Specify — if: 
Acute — duration of symptoms is less than 3 months. 
Chronic — if duration of symptoms is 3 months or more. 
With delayed onset — if onset of symptoms is at least 6 months after the 
stressor. 

Symptoms of PTSD are alterations to the learned behaviors we acquire as we 
grow. These alterations can be a result of avoiding the stress that accompanies the 
memories of the traumatic events. Perhaps this is a self-preservation device in the 
subconscious working as a protective mechanism to avoid the mental turmoil of recurring 
stressful events. 

PTSD can be debilitating, disabling, chronic, and associated with extreme anxiety. 
The brain’s cognitive functions, such as learning, are directly impacted by PTSD. This 
can affect many regions of the brain and functions that regulate the body, such as mental 
retention, emotions, image recognition, and visual impairment. It can also eliminate or 
accentuate fear conditioning and responses. 

It is important to understand that PTSD follows a pattern and often is coupled 
with other comorbidities and psychiatric conditions like anxiety, substance abuse, and 
depression. Unfortunately, these comorbidities may lead to misdiagnosis and incorrect 
treatment. Many who suffer from trauma exhibit self-destructive behaviors, including the 
abuse of drugs and alcohol. There is also a direct correlation between PTSD and a 


decrease in function concerning one’s life role and vocational capacities. Consequently, 


data documents a higher-than-normal absentee rate or unemployment among individuals 
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diagnosed with PTSD. This then may lead to the inability to maintain a career, which 
could lead to homelessness. Among those with PTSD, physical health may decline, and 
personal hygiene may become non-existent. Long term PTSD patients have a 
significantly elevated suicide rate compared to the public. 

PTSD also affects people relationally. Personal relationships are rarely forged to 
more than a superficial level, and maintaining long-term relationships becomes a 
challenge, even among family members. Many PTSD sufferers turn to complete isolation 
and minimize outside contact. This contributes to the high rate of homelessness among 


combat veterans. 


PTSD Risks, Triggers, and Treatment 

According to the American Psychiatric Association Diagnostic and Statistical 
Manual-5 (DSM-5), 

The risk of developing PTSD varies according to the type of trauma. The 

disorder’s lifetime prevalence rates among civilians have been estimated at 1.3- 

7.8% (Davidson et al., 1991; Kessler et al., 1995). A higher lifetime PTSD 

prevalence of around 30% has been reported for combat veterans and female 

victims of rape in retrospective epidemiological studies (Kulka et al., 1990; 

Resnick et al., 1993). In common with many other psychiatric disorders, a higher 

prevalence of PTSD occurs in women than in men (Kessler et al., 1995).!° 

Many studies have been done on the risks and triggers of PTSD. It has been 
observed that those who suffer the most severe conditions of PTSD because of combat 


have suffered trauma as a child. Additionally, there is some suggestion that the higher the 


1.Q. of the individual, the greater the probability he or she may suffer from PTSD. This is 


'S American Psychiatric Association, Diagnostic and Statistical, 79. 
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a unique phenomenon and is currently being researched to understand the correlation 
with a higher level of mental functioning capacity.!° 

A recent model of PTSD may shed light on the risks associated with PTSD by 
reframing it as a “disorder of recovery.”!’ This approach to the disorder explains why the 
development of chronic PTSD can be delayed for years or even decades and why the 
state of those who suffer from chronic PTSD seems to degenerate into a debilitating 
situation over time. This significant shift in understanding suggests that risks of PTSD 
may better be identified by examining “factors that follow the traumatic event(s),” '® 
rather than focusing on factors preceding or during the traumatic event(s). 

Research suggests that these mechanisms and stressors may lead to the 
development of PTSD in combat veterans. When a person faces a stressful situation like 
combat, the mind and body initiate important defense mechanisms related to bodily 
survival. This reaction (or overreaction) is subconsciously programmed to initiate in 
times of fear or physical harm triggered by prior memories. Unfortunately, the mind has 
no way of extinguishing the fear mechanism when it is no longer needed. Consequently, 
this behavior can be a pathology that lends itself to chronic PTSD. 

In veterans with PTSD, the extended perception of fear (either real or perceived) 
sends subliminal messages of survival during exposure to new threats or stressors and 
they enter a state perhaps best known as “fight or flight.” In conjunction with previously 


learned behaviors, these trigger mental modulators that signal adverse mental and 


‘6 American Psychiatric Association, Diagnostic and Statistical, 80. 
'7 American Psychiatric Association, Diagnostic and Statistical, 80. 


'8 American Psychiatric Association, Diagnostic and Statistical, 81. 
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biological reactions which may be hyper-elevated for the circumstances at hand. This 
may lead to severe overreaction to minor or petty situations. Someone with PTSD may 
have only had a single emotion: a “ten alarm” response to minor infractions that would in 
no way warrant such hostile behaviors. The constant “‘on switch” may lead to the stressor 
altering the brain functions over long periods of time, explaining why PTSD may become 
worse, rather than better, over time. 

The regions of the brain that most likely are re-wired, or short circuited, in people 
with PTSD are believed to be the hippocampus, the amygdala, and the medial prefrontal 
cortex. People with PTSD either over or under produce the proper amounts of cortisol 
and norepinephrine. The hypothalamus plays an important role in the amount of hormone 
released from the adrenal glands, creating an over excited pituitary reaction. This is 
usually an unhealthy situation for many PTSD sufferers who may enter a fit of rage. At 
this moment the heart receives signals to increase beats per minute, the respiratory system 
responds by drawing shallow and quickened breathing, the startle response is heightened, 
and the facial expressions are tensed due to the messages being sent from the nuclei in the 
brain. This is an involuntary response triggered by fear in a PTSD patient. 

Whether PTSD is a disorder individuals are preconditioned to develop or one 
affected by factors following the traumatic event, recovery seems to be dependent on the 
type of trauma experienced and the length of time that elapses between the development 
of the condition and treatment. There are many cases of PTSD where the individual 
makes a full and total recovery. However, typically these cases involve trauma like auto 
accidents. It has been widely documented that combat patients rarely, if ever, experience 


complete recovery, and those rare few that make a full recovery remain vulnerable to 
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subsequent stress. Those who do not fully recover seem to relive the trauma and 
experience the same intensity of symptoms years after the initial trauma. The APA notes: 
“Reversibility during the latter phase is obviously more difficult than during acquisition, 
and this may explain the prolonged and treatment-resistant nature of chronic PTSD.”!? 
The number of combat veterans with PTSD is difficult to determine due to their 
unwillingness to seek help or admit they have an issue. Many who suffer from PTSD 
never seek treatment, not knowing they can be helped. Those who seek help have 
expressed a deep disappointment in the treatment and the inability of the healthcare 
system to offer meaningful help. Many PTSD patients have discontinued treatment 
stating that trauma and nightmares become more frequent and more intense due to the 
treatment. PTSD patients have also stated that many of the professionals offering help 
cannot relate to the trauma or events making the treatment and discussions anemic and 
hollow in the eyes of the patients. Many of the patients who receive “calming” 
medications have refused, commenting, “the treatment turns them into zombies.” 
PTSD is still a long way from being fully treatable; it is often only partially 
treated or treated by managing symptoms with current therapies. Many who suffer from 
PTSD simply cannot be helped at this time. We can only hope and pray for future 
research that will lead to medical breakthroughs in restoring the damaged mind to a pre- 


traumatic condition. 


'9 American Psychiatric Association, Diagnostic and Statistical, 87. 


2° Dennis L. Bouch, personal letters and memoirs, 1990-1991. 
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Conclusion 

As far back as recorded history can discern, we have been sending young men 
(and as of late, women) into battle to either conquer or repel an enemy or to defend our 
way of life. Every one of these individuals is aware that their own life can be 
extinguished in the blink of an eye. That is the nature of being a part of a militia or a 
member of a military. Most individuals accept this reality, knowing that they may pay the 
ultimate sacrifice with their own lives. Even when they survive the atrocities that 
accompany war, this terrifying experience may linger with them for the remainder of 
their lives. 

The puzzling question may be, why do individuals consciously choose to place 
themselves willingly in peril? And what causes some to wrestle with long term chronic 
PTSD, while others seemingly move beyond the torment and turbulent mental scars 
generated by combat? 

In this chapter, I have explored the changing diagnostic terminology over the 
course of history of what is currently referred to as Post Traumatic Stress Disorder 
(PTSD). We are aware of military members who have suffered from PTSD as early as the 
American Civil War and every conflict since. 

These individuals have written about their personal experiences in a manner that 
described engaging in combat as an event that was worth the high cost of mental health. 
For them, “this was an event I would not have missed for the world.””! Life in situations 
of combat can be exhilarating, fast, and exciting when the stakes are “winner takes all.” 


Consequently, for the remainder of some of those soldiers’ lives, life never could present 


1 Dennis L. Bouch, personal letters and memoirs, 1990-1991. 
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the same “thrill” that was experienced in a past fleeting moment of combat when the fear 
was real and the urge to panic was suppressed by a survival instinct overpowering every 
other sensation. 

While PTSD is a steep price for engaging in combat, deep friendships may be an 
ancillary benefit only understood by those who have experienced it. Some of the most 
uncommon relationships have been forged in the most terrifying moments. In combat, 
people who do not know one another but are thrust into the most unforgiving and hostile 
situations on the planet may have backgrounds as different as night is to day. Yet a 
genuine understanding and appreciation for a fellow soldier can rapidly develop that, in 
many cases, penetrates the psyche deeper than a spouse could for the remainder of their 
life. 

These friendships are forged by soldiers staying up all night so fellow soldiers can 
sleep, and extending the same courtesies when the situations are reversed. The thoughts 
that passed through one’s mind while staring at the stars in the open sky just seconds 
before closing his or her eyes leaves one wondering if they would ever awake, but the 
fatigue ultimately wins over the resistance to stay awake. The bonds also come from 
knowing that every person in the combat unit was the most important person in the world 
because others’ lives were completely and totally in their hands. The bonds were 
strengthened by the knowledge that when the shit truly hit the fan, each soldier was first 
fighting for their very survival, and secondly fighting for the person next to him, and that 
the survival odds were exponentially increased by each person that remained standing. 

Even in cases where there has been no communication for decades, these soldiers 


have a bond that is enduring, and, for the most part, unbreakable. Ironically, these bonds 
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bring joy when there is a reuniting, and simultaneously jog that place that is forbidden to 


think about in any other situation. 

It may be necessary to mention God and the fact that even the most unbelieving 
soldiers often consider God’s existence either shortly before or immediately following 
combat situations. When veterans were asked about this, each one either openly 
expressed a belief, a belief at the time, or certainly hoped that there was a God during 
combat operations. Unfortunately, many had revised their views and beliefs once they 
returned home and were safely in the States. Some felt as if God could not allow such 
events to exist, and, therefore, there could be no God. Others expressed that they sensed a 
clear presence that has not been experienced since then, yet still others believe they are 
alive because of God, and they give thanks daily.” 

I wish to emphasize that the information provided in this chapter, in conjunction 
with the history of PTSD and a general framework of the disorder, will provide guidance 
for the necessary PTSD education. I am a strong believer that with some education, 
diagnosis, and therapy (perhaps spiritual therapy), it is possible to develop a plan for 
recovery for individuals suffering with PTSD. It is paramount to mention that, in some 
cases, recovery is not an option. But learning coping skills and becoming aware of what 
may trigger episodic events can be practiced, minimizing periods of uncontrolled 


emotional mood swings and depression. 


2 Dennis L. Bouch, personal letters and memoirs, 1990-1991. 


CHAPTER FOUR 


THEOLOGICAL FOUNDATIONS 


This section includes a reflection on the omnipresence, omniscience, and 
omnipotence of God; submitting ourselves to God; discernment; seeking God; and 
relevant classical and modern theologians. 

This section of research will focus on existentialism, prayer, and grace as essential 
theological components in bringing healing to those who suffer with combat-related Post- 
Traumatic Stress Disorder through prayer and group therapy. This study points to the 
theological significance of developing a model program which brings awareness to 
patients, church leaders, congregants, community, and family members about the impact 
of a combat-related Post-Traumatic Stress Disorder (PTSD) diagnosis. The conclusion of 
this section emphasizes the impact of PTSD as the Pennington United Methodist Church 
develops programming that includes educational group therapy, and educational 
workshops, in conjunction with prayer and Christian-based values, whereby veterans may 
become equipped with life skills that would enhance coping with the effects of trauma. 

With all the treatment that is available to individuals who suffer from combat- 
related PTSD, quite often the theological approach/search for healing is overlooked. 
Many times, it is not even a part of the discussion. When combatants search for relief 
from pain or from the memories of trauma they have experienced, the first solution is to 


administer counseling. (There is merit in traditional Christian counseling; I am merely 
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illuminating other options that have worked well outside of traditional medication.) 
Traditional counseling usually consists of a therapist with a patient in one-on-one 
sessions. The therapist tries to draw the traumatic events to the surface and give 
explanations as to why one should not be burdened with the trauma. 

These sessions usually continue for several months (perhaps years or even a 
lifetime), and the patient gets fatigued from reliving the horrific events over each time 
they visit with a therapist. When the trauma response escalates from the constant 
reminders that accompany counseling, the patient is asked to take sedative drugs. The 
idea is to level out mood swings from extremes, allowing patients to assimilate back to 
society. Typically, this only masks the underlying issues. 

When the patient decides that the medication is no longer necessary and stops 
taking it, they may begin to decline mentally and physically. In addition, they may begin 
to withdraw from activities and events that were once enjoyable. Before they even realize 
what has taken place, they are now non-social and could be characterized as loners. This 
cycle is difficult to break and usually leads to further self-destruction. 

I believe there is an additional option for treatment: the extended church family 
and Christian counseling. J. Irene Harris has alluded to the fact that people would much 
rather gravitate towards their churches for help over psychoanalytic or mental health 
professionals.' This is an option that can be done on an individual basis or in group 
therapy sessions. It is fair to identify the Church as a healing option for combat PTSD 


sufferers. In fact, one can go as far as saying the church is a good place to start for 


' J. Irene Harris et al., “The Effectiveness of a Trauma Focused Spiritually Integrated Intervention 
for Veterans Exposed to Trauma,” Journal of Clinical Psychology 67, no. 4 (April 2011): 425-438. 
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anyone who is suffering. The Church can play a vital role in healing, caring, and 
promoting self-worth. The Church has been in the restoration business for over two 
thousand years. And when healing is properly administered and done with the love of 
Christ, good things can begin to manifest. 

I would initially caution anyone who takes this approach for healing to do their 
research first. I would recommend finding a church that has qualified counselors and lay 
people or can refer one to such a qualified location. It is important to establish a trust 
factor with those who have been impacted by combat-related PTSD and provide a setting 
that will offer a totally dedicated church staff and congregants who are interested in total 
healing. Extra special care must be taken to not violate the patient’s trust. Total healing 
encompasses healing of the mind, body, and soul. Often, we readily recognize the impact 
of combat when we see missing limbs or visible scars but never notice the damaged soul. 

When introducing a PTSD patient to God’s grace, care must be taken to explain 
the behavior of the Holy Spirit coupled with compassion, grace, and God’s renewing 
capabilities. Unfortunately, many trauma patients view any sort of help, either from a 
clinical psychiatrist or clergy member, as a sign of weakness. This is a very real concern 
that can and needs to be addressed at the beginning of any therapy/counseling session. 

The objective in church counseling would be to encourage an individual to find 
the strength that is within them to go in search of the lost portion of their soul. The 
challenge is to bridge the gap between pre-PTSD and the post-PTSD. This is often 
successful when we use relatable biblical characters. Some of the characters include (but 


are not limited to) King David, Job, Jesus, and Paul. 
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One “Theological Theme” running through this paper is that God is always 


present—a concept that can transcend many differing themes. In this chapter, I will 
explore several themes connected to combat-related PTSD and how God’s intervening 
love can contribute to a recovered state of functioning in society. This paper will 
demonstrate that it is not only possible, but also very likely, that a veteran with PTSD can 
benefit from church care and a restorative process in group or individual therapy that 
draws on examples of Biblical characters who were exposed to and endured combat- 
related PTSD. I propose that the church can serve as an extended support system by 
providing teaching, support therapy, and group prayer. 

The first key is to know and thoroughly understand that God is love and wants the 
very best for all His creation. That includes all of us—even those who have been 
damaged by trauma. It is important to know that belief matters, especially when healing 
is involved. One area of healing is existentialism and our ability to see healing through 
others. When we can visualize how God has healed an individual, it is only natural to 
believe that He can also work the same healing in the lives of others who may suffer from 
the same or similar events. Existentialism is a philosophy that emphasizes the uniqueness 
and isolation of the individual experience in a hostile or indifferent universe. It regards 
human existence as unexplainable and stresses freedom of choice and responsibility for 
the consequences of one’s acts.” The Old and New Testament in the Bible recount many 


stories of people who suffered traumatic events and by God’s grace were healed to 


> The American Heritage Dictionary of the English Language, 5" ed. (Boston, MA: Houghton 
Mifflin Harcourt, 2016). 
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function at a level pre-trauma. Church-based theraputic intervention for veterans 
suffering from PTSD can use an existential approach to studying the Bible. 

One example is the significance of prayers as a comment made by Dr. Larry 
Dossey: 

We will reach a point where physicians who ignore prayer will be judged guilty of 

malpractice?... Prayer is a medical and scientific issue. Today over 130 controlled 

studies investigating the effects of intercessory prayer have been carried out, and 
over half of these statistical evidence that prayer has a significant effect. In 
addition, more than 250 studies show that, on an average, religious practice that 
includes prayer promotes health.* 

It is also essential that grace is mentioned in this conversation. God freely 
provides gifts of healing; we often refer to this as grace. Grace can be defined as 
unearned or undeserved love freely bestowed upon us by God. The Common English 
Bible Dictionary describes it this way, 

The word grace is employed frequently in the New Testament writings, 

particularly in the letters of Paul, to designate the single demonstration of God’s 

goodwill toward humankind in the person of Jesus Christ and the effects of that 
goodwill in human lives. That God shows Himself gracious in His dealings with 
human beings is a central theme in Old and New Testaments alike.* 

When we are still infants in our Christian walk, not even aware that God loves us 
completely, we may refer to this as prevenient grace, or the grace that goes before. Even 
though we are not aware of God’s presence, He is guiding and protecting us in our 
journey. When we become conscientiously aware of God’s grace, we refer to this as 


sanctifying grace. And as we mature even further in our understanding of God and live 


Christian values, we refer to this as saving grace. In some very rare cases, it is believed 


3 Larry Dossey, Prayer Is Good Medicine (San Francisco, CA: HarperOne, 1996), 66-67. 


4 Common English Bible Dictionary (Nashville, TN: Abingdon Press, 2011), 157. 
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that there have been people that have lived exemplary lives for the sake of God, and they 


are moving towards perfecting grace. 

One very important point is that we must be careful and reverent at the same time 
when we speak of grace. N.T. Wright’s comment in his book, “What Saint Paul Really 
Said,” subtly hints at what we must not take for granted: 

Many people, including many supposedly “Pauline” Christians, would say, off the 

cuff, that the heart of Paul’s teaching is ‘justification by faith’. What many such 

people understand as the meaning of this phrase is something like this. People are 
always trying to pull themselves up with their own moral bootstraps. They try to 
save themselves by their own efforts; to make themselves good enough for God, 
or for heaven. This doesn’t work; one can only be saved by the sheer unmerited 
grace of God, appropriated not by good works but by faith. This account of 
justification owes a good deal both to the controversy between Pelagius and 

Augustine in the early fifth century and to that between Erasmus and Luther in the 

early sixteenth century.”° 

Paul the Apostle wrote about grace probably more than any other individual in the 
Bible. Paul makes a very clear and prophetic statement concerning grace in 2 Corinthians 
12:7-10, “My grace is sufficient for you, for my power is made perfect in weakness.” 
This is significant because Paul also talks about a thorn in his flesh, a metaphor for some 
unknown ailment. Paul sought God and asked him to remove the thorn on three separate 
occasions, but God did not act on Paul’s request. But what God did was use Paul as an 
example for all the world to see that a person could, by God’s grace, withstand an ailment 
or infirmity. God demonstrated His grace by allowing Paul to be the greatest champion 
for Christianity despite this ailment. 


Although God did not remove Paul’s affliction, He promised to demonstrate His 


power in Paul. This is an example of God’s power being displayed in a weak person. 


5N. T. Wright, What Saint Paul Really Said (Grand Rapids, MI: William B. Eerdmans Publishing 
Company, 1997), 113. 
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This should give all of us comfort and courage knowing God still found favor in Paul. 
We can see our weakness and not boast or celebrate ourselves. This should provide the 
impetus for us to turn towards God and seek His direction for our lives. This is an 
example of us turning towards God and not believing that we are in control of our lives. 
Our weakness not only increases our dependency on God, but helps us develop Christian 
character and relationship with the Triune God. This in turn should deepen our prayer 
lives and commitment to God affirming our strength in Him. This is an excellent example 
of God using Paul through his trauma to do some of the greatest works in the New 
Testament. The example is vivid and precisely how one who is struggling with combat 
PTSD should relate to God’s gifts of healing. God was able to work through Paul despite 
his infirmities and do great things. 

Dietrich Bonhoeffer has made some very profound points regarding grace in his 
book, The Cost of Discipleship. He is quick to point out that grace must not be cheapened 
or taken for granted. One of his most eloquent comments concerning grace is: 

The essence of grace can be viewed as either Cheap Grace or Costly Grace. 

Cheap Grace is the deadly enemy of our church. Cheap grace means sold on the 

market like cheapjack’s ware. Cheap grace is grace without discipleship, grace 

without the cross, grace without Jesus Christ, living and incarnate. Costly grace is 
the gospel which must be sought again and again, the gift which must be asked 
for, the door at which a man must knock. Grace is costly because it calls us to 
follow, and it is grace because it calls us to follow Jesus Christ. It is costly 


because it costs a man his life, and it is grace because it gives a man the only true 
life.”® 


® Dietrich Bonhoeffer, The Cost of Discipleship (New York, NY: Touchstone, Simon & Schuster, 
1995), 43-44. 
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The Omnipresence of God 


The first idea I would like to present related to PTSD recovery is the ideology that 
God is omnipresent, meaning He is everywhere and all places at once. When we are 
overburdened with issues, God is abundantly aware of our situation and willing to 
intercede on our behalf. It is incumbent on the individual to seek God and His kingdom, 
especially when anticipating a change in the current situation. 

However, too often many who are battling the remnants of combat PTSD feel as 
though they are in control and can handle the situation on their own. God is often absent 
from the individual’s condition or not taken seriously. This may be the first and greatest 
mistake one can make. PTSD is a condition that will not dissipate on its own or by 
willing the situation to change. The subconscious is profoundly aware and always 
operating on an elevated level scanning the environs for hostile or unfriendly situations. 
The stressors eventually overload the human sensory perception causing an individual to 


suffer from many connected issues such as chronic fatigue syndrome (CFS). 


The Omnipotence of God 
The second theological principle that needs to be incorporated into a recovery 
program is that God is omnipotent, meaning that God is the Almighty and capable of 
doing anything. We find many examples of God’s healing powers and capabilities 
throughout the Old and New Testaments. It can be recognized in the parable of the Ten 
Lepers. In this story, ten men who have the dreaded disease of leprosy. Not much could 
be done to cure this disease in the ancient period of the Biblical writings. It is believed 


that the disease takes about thirty years to run its course in the human body. Without 
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treatment, no one can survive the disease due to the loss of nerve endings and body parts 
literally rotting off the body from gangrenes infection. 

In all the cases of leprosy reported in the Bible, both Old and New Testaments, 
healing has been identified on two occasions. Both healings were supernatural healing in 
which God intervened. In the case of the ten lepers, Jesus sent them on their way to a 
priest who must examine their bodies and declare them clean. As they went, initially 
there was no physical change. But as they continued their journey to show themselves to 
a priest, they were miraculously healed. It became obvious that the Holy Spirit sent by 
God and Jesus healed the ten lepers 

Only one leper returned in gratitude to thank Jesus for His grace. Jesus asked, 
“Were not all ten cleansed? Where are the other nine?” (Luke 17:17) Incidentally the one 
who returned was a Samaritan, while the other nine were Jews. Samaritans were 
considered half breeds and an impure culture due to intermixing with other races. The 
Samaritan returned before showing the priest, or before visiting his own family. He knew 
the healing was the work of the Holy Spirit and was grateful for the supernatural healing 
that had changed his life, health, and physical appearance for the remainder of his life. 

The healing that God provides comes from our desire to reach out to God and 
exalt Him for his unlimited gifts in this life. Prayer is powerful, and in the example of the 
ten lepers, it can be demonstrated that only two cases of any healings were directly a 
result of God’s supernatural intervention prior to Jesus’ healings. The comparable 
analogy is those who are suffering from combat PTSD (or any illness or condition) 


should draw close to God and recognize His majesty. 
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The Omniscience of God 


Next, and following a logical progressive sequence, is the omniscient attribute of 
God. Omniscient meaning knowing all things. No matter the situation or experience, God 
is already aware of it. He knows how the circumstances will play out and ultimately end. 

Many who suffer from combat PTSD feel like they are the only person who has 
experienced this horrific situation. They may feel that they are suffering alone or in 
silence. They may feel pangs of guilt or inadequacy or even feel unsalvageable in the 
eyes of the world or God Himself. None of this could be farther from the truth. God was 
present when the events occurred and knows firsthand how an individual may be dealing 
with their situation. 

This is when turning to God becomes necessary to start healing from trauma. 
Veterans with PTSD who begin to open their hearts and total self to God may start by 
sharing painful memories or events, the pain associated with lingering physical 
deformities, or haunting memories that tear at their very souls. God responds with love 
and compassion reassuring us we are never alone. 

Combat PTSD patients have a greater degree of recovery when they choose to 
include God in the healing process. It has been medically determined that individuals 
who have suffered for decades and come to God have a much higher rate of recovery than 
those who do not. The time of suffering becomes irrelevant, and actively seeking God’s 
grace becomes the change agent in the recovery process. 

There have been arguments in the scientific community that disavow God and 
prayer in the healing process, openly dismissing positive results as coincidental or 


happenstance. Some compare it to witchcraft and/or voodoo, completely unscientific in 
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nature. Some in the scientific community believe when one calls upon the Lord to heal 
and spiritually grow, an individual is just exchanging one psychological conundrum for 
another. The non-believers would like to think such behaviors and practices are 
psychosomatic in nature when one acts on the gifts of healing. But research has proven in 
double blind studies that those who pray, or are prayed for, and actively pursue a 
relationship with God, have not just better recovery results, but far greater and lasting 


healing. 


Submission to God 

An important theological issue in this paper is submission to God’s call in a 
timely manner and following His direction. On the surface this may seem very 
pollyannish, especially for an individual who is suffering from combat-related PTSD. It 
may be asking a great deal for that individual to stop and pray for God’s guidance. Yet if 
God’s guidance is what we are ultimately seeking, why would we not employ every 
effort to seek His council? 

It is no secret that we live in a society that wants instant gratification. For the 
most part, we get the things we want in a microwave minute. But when we focus our 
attention on God and what God has in store for us, we may be called to wait for some 
time to truly understand His call. Perhaps we are being called deeper than just the healing 
we have in mind for the moment. It could be that God is calling us deeper into a 
relationship that lasts far longer than the healing—perhaps a lifelong relationship. The 
faithful are those who say things like, “God is always speaking to us, we need to be still 


and listen for the calming voice.” Many Christians subscribe to this principle and make 
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time to hear that voice daily. If we truly put our lives in God’s hands, we will certainly be 
moved by the voice. 

Can this voice be explained? In some testimonies, people claim to hear an audible 
voice; in other situations, it is just a Word spoken to their hearts. Still others believe the 
messages have been placed in their hearts and are called to act upon it. Perhaps there as 
many ways to hear God’s voice as there are people seeking His word. 

The subject may now move to timing of God’s reply. It was mentioned earlier that 
we live in a time where we expect and anticipate God to respond on our terms. The idea 
that God answers to us is a misleading. When we expect God to act on our timetable, God 
becomes the lower case “g” God, and we become the upper case “G” God. We are not the 
manufacturer of God, nor are we able to predict what God will do for us. God is beyond 
our comprehension, and we cannot pretend to know how or what God’s plans are. God is 
not a genie in a bottle that is kept until we need the winning numbers for the lottery or are 
in a situation that needs a quick fix. That is not to say that God does not work in those 
times—it is just far more unlikely that God jumps at our request. It is important to 
remember “that in all things God works for the good of those who love him, who have 
been called according to his purpose” (Rom. 8:28). 

Do we know what that means or what it is referring to? Basically, life as we know 
it is a massively large mosaic with infinite amounts of pieces that compose our lives. 
When God fills in the mosaic it may or may not immediately change our circumstances. 
But, eventually, all things come together for the good of God’s creation. Often times 
prayers are answered immediately. Other times it may take a lifetime, or perhaps not even 


in our lifetime, for the prayer to come to fruition. 
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I personally believe that God hears and answers all prayers, and it may be done in 


99 66 ”? 


three ways: it could be “yes,” “no,” or “not yet!” Sometimes prayers are left unanswered 
because God knows that the prayer is self-centric rather than oriented towards building 
His kingdom. Or it could simply not be the proper time for God’s plan. Other times it 
may be completely self-destructive in nature, and since God is always looking out for our 
best interest, He would not say yes. 

For the patient who has been negatively impacted by combat-related PTSD, God 
may need them to work through many of the issues that surround the fundamental 
circumstances. This could be simply trusting God and following the call that God has 
placed on one’s life. Perhaps it is a period of self-discovery, realizing that although one 
may have felt they were in control of the circumstances, they were gravely mistaken. We 
are never in control of our environs, but many are led to believe that if they choose to do 
something, the outcome is calculated and will go according to what they have already 


anticipated. We can all agree that there have been many occasions that our probable 


outcome has occurred, but we must never falsely believe that is due to our behaviors. 


Discernment 
This brings me to the next point: when we hear that voice, we must discern what 
we are being asked to do. We need to pray that the voice is God’s and not the great 
deceiver. Often the Enemy will disguise the response and give us bad directions. It is 
important to understand that God “tests” and Satan “tempts.” By praying for validation 
and a clear and concise direction, and by waiting upon that answer, the matter will 


resolve itself in due time. 
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Knowing that God wants the absolute best for us is important when seeking His 
direction. When we put God first in our lives, His presence becomes abundantly clear, 
and we need to always give thanks and praise for His gifts. The more familiar we become 
with the Triune God, the easier it is to understand and interpret God’s direction and call 
on one’s life. When we trust and believe God, we are reminded of His promises, 


“Never will I leave you; never will I forsake you” (Heb. 13:5). 


Seeking God 

We are simply created for the purpose of worshiping our God. God expects us to 
be faithful and obedient to His word. Unfortunately, there has only been one person who 
has been able to keep and uphold that requirement: It was God incarnate, Jesus the Christ, 
who came to earth to teach us what is expected of humanity. 

When our lives become broken, as they inevitably will, we need to seek God first, 
and call on the teachings of Jesus the Christ. Those who have suffered from combat- 
related PTSD find that their lives are broken beyond repair. They may feel that their 
salvation has been lost due to some atrocity that may have been committed on the 
battlefield or under severe distress. In an instant their lives are shattered and broken 
irreparably. Often, they have no place to turn except within and rely on their own 
resources. 

This is the beginning of a downward spiral that usually does not self-correct the 
situation. So, the cycle of withdrawal becomes a constant internal battle. The patient 
thinks that nobody could ever understand the personal drama and hardships and refuses to 


seek help. The patient may find a false sense of security in their diagnosis, feeling that in 
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due time they will be able to control their emotions and rebound to a functioning and 
productive individual. However, the harsh reality of painful memories continues to 
surface and promote self-doubt. This results in an individual becoming more withdrawn 
and fearful of saying the wrong thing at the wrong time or just turning to silence. 

But God is aware of the situation and waits for the patient to turn to God for 
guidance. When we rely on the Lord, He meets us at the very spot where we are most in 
need. 

In the Bible, there are many examples of those who are suffering and reach out to 
God. One example that comes readily to mind is the woman who was bleeding. She was 
sneaking around the crowd because she was unclean and wanted to be made well. She 
knew she was breaking the law when she reached for Jesus’ garment, but she still decided 
to do it because she wanted to be healed and made clean. So, she touches the hem of 
Jesus’ cloak. When Jesus found out what she had done, He encouraged her by saying, 
“Your faith has healed you” (Luke 8:43-48). Her faith allowed her to act, regardless of 
the legal ramifications. She had insisted on reaching out to Jesus for healing, and that is 


what we all must do. 


Engaging with Classical and Modern Theologians 
It is fundamental to use classical scripture to make a point. We can find extensive 
thoughts and ideas from the Apostle Paul regarding faith, hope, love, and healing, 
theological concepts explored in this chapter. It can even be information that is pulled 
from the Old Testament regarding God’s continued and watchful eye He has placed on 


Job or King David. But when we couple the foundational teachings with the 
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contemporary theologians such as N.T. Wright, Francis MacNutt, George Otis, Jr. or 


Charles Yrigoyen, Jr. to mention just a few, we get an overarching view of what God has 
intended for all humanity. 

Every one of us is broken in one form or fashion. It could be mentally, spiritually, 
physically, financially, emotionally, or intellectually. 

The prudent way to approach this may be to first recognize that God is in control, 
and we are not! God cannot be limited to our levels of comprehension or be 
compartmentalized. A simple way to view this is to take ourselves less serious and God 
more seriously. Keep in mind that, “Jesus did not heal people to prove that He was God; 
He healed them because He was God.” 

John Wesley has identified the presence of pain and evil as a direct result of 
humanity having an abundance of freewill. Wesley said, “having the power of freedom, 


humankind chooses evil over good bringing with it pain of every kind.”® 


Conclusion 
There may be many clinical methods of healing one who has endured combat- 
related PTSD. This research and my personal thoughts are simply using a Christian 
approach to healing. When one lives the Christian values and holds on to the Word of 
God, there is hope. Hope promotes many different means of healing. Dedication to God 


and the church may alter the trajectory of the current life path someone on and, as a 


7 Francis MacNutt, Healing (Notre Dame, IN: Ave Maria Press, 1999), 85. 


8 Joel B. Green and William H. Willimon, eds., Wesley Study Bible: New Revised Standard 
Version (Nashville, TN: Abingdon Press, 2009), 7. 
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result, they may begin to turn their life not just towards God, but completely over to God 
for the purpose of His will. 

There is not a quick fix or speedy remedy for combat-related PTSD; however, 
God is in the miracle business and can work wonders in His time. 

When a combat veteran is asked to trust in God and the church for healing, it may 
seem initially like too much. It may seem harder to place trust in a faith institution than 
science or drugs. But this is where God’s grace is put on display. This is the time that 
God allows for healing and drawing near. God never promised that this life would be 
easy or that it did not come with problems. God did promise an eternity where, “He 
will wipe every tear from their eyes. There will be no more death or mourning or crying 
or pain, for the old order of things has passed away” (Rev. 21:4). This is a promise not of 
instant gratification, but of a good and Holy God who wants the best for every person. 
This is also not a means of pushing recovery of a combat PTSD patient out of hoping for 
a remedy in eternity. 

God does heal and provides hope. Much of that hope comes from understanding 
and personal relationship with the Triune God, for God promises, “Ask and it will be 
given to you; seek and you will find; knock and the door will be opened to you.” (Matt. 
7:7) This passage is an invitation to God’s healing. If we ask with a pure and contrite 
heart, we will be heard, and not just heard—we will also receive an answer. This answer 
can be followed by action, like healing in this specific case. If we are truly seeking, 
asking, and knocking there will be an answer. The answer may look different from what 
we initially thought it should be, but God’s grace is sufficient and will lead us even 


deeper into a relationship with God. 
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The essential point that must be made is to not stop seeking and serving the 
Almighty God who has only good planned for us. God tells us that He will fulfill his 
gracious promises to bring you back, “For I know the plans I have for you,” declares 
the Lord, “plans to prosper you and not to harm you, plans to give you hope and a future” 
(Jer. 29:11). 

It is in this hope and grace that one can find healing. God’s love is never ending, 
and He waits for those who have been injured, abused, hurt, and outcast to reach towards 
His healing power and find a way to nurture a relationship. His grace is healing, 
comforting and abundantly available for those who invest themselves in Him. I 
wholeheartedly believe that such an investment will be demonstrated as patients 
participate in this project led by the Pennington United Methodist Church which includes 
educational group therapy and educational workshops, in conjunction with prayer and 
Christian-based values, whereby veterans may become equipped with life skills that 


would enhance coping with the effects of PTSD trauma. 


CHAPTER FIVE 


INTERDISCIPLINARY FOUNDATIONS 


This project will involve bringing awareness to Post-Traumatic Stress Disorder 
(PTSD) by establishing existential group therapy and educational workshops, in 
conjunction with prayer and Christian-based values, which will result in veterans 
experiencing healing awareness and becoming equipped with life skills that would 
enhance coping with the effects of trauma. 

Compassionate, transparent, and life-changing ministry in the 21“ century 
requires churches to be more active in explaining and bringing awareness to the impact of 
combat-related Post-Traumatic Stress Disorder (PTSD) on its family members, 
congregants, and community. Scholars note that deep religious beliefs and believing in 
God and a higher authority have served as a coping mechanism for sufferers of PTSD. 
This concept is illustrated in the non-church related discipline of “explanatory” models to 
categorize PTSD, specifically, “physical, relational, and intrapersonal” models, which 
this I will explore in support of this project. 

Many veterans who return from combat deployments have reported concerns 
about combat-related post-traumatic stress disorder. Most recently, veterans returning 
from Iran, Iraq, and Afghanistan wars are living with unpleasant memories. The 
diagnosis PTSD is chronic in nature, compounded with debilitating anxiety disorder(s). 


This condition usually follows exposure to events of combat. Those suffering from 
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chronic combat-related PTSD often experience or display a few symptoms. One of the 
most common is traumatic re-experiences, in which a patient cannot escape the 
revisualization of the events playing over in their mind. It may occur as a nightmare or in 
slow moments of daydreaming. Another common symptom is avoidance of trauma- 
associated stimuli. Patients who can cognitively connect traumatic events with conditions 
in the immediate environments may choose to avoid such circumstances. This may be 
evident in large gatherings or crowds, or when seated in a restaurant with one’s back to 
the door. The patient may find it uncomfortable when exposed to constant loud noises or 
the occasional backfire of an automobile. Trauma-associated stimuli such as television 
programs that depict combat events are prone to trigger unpleasant memories or 
nightmares. This list can become very lengthy and cannot possibly capture all the 
scenarios associated with PTSD. 

Emotional numbness and persistent over-arousal ultimately become defense 
mechanisms for patients with PTSD conditions. Some remove themselves from society 
and become withdrawn and reclusive. Others shift to the opposite end of the spectrum, 
becoming angry and agitated, moving towards destructive behaviors that usually result in 
drug abuse, alcoholism, self-loathing, and abusive relationships. 

It is important to point out that PTSD can occur in individuals who have not 
experienced combat. Other events that can result in PTSD include torture, rape, assault, 
accidents, fire, or any serious incidents in which an individual is harmed or witnesses 
harm to others. This paper will focus on the effects of war and combat-related PTSD. 

As many as 26-34% of returning combat veterans are affected by PTSD. Many 


soldiers never speak of the trauma, viewing it as a sign of weakness, or because they 
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believe it to be so unusual that no one could relate to it. Some patients completely “block 


out” the events, and even under hypnosis they are not able to recall their trauma. Others 
completely break down and become damaged to the point of hospitalization for the 
remainder of their lives, never living in a state of normality again. And yet others can 
cope, having no visible or detectable abnormalities. PTSD affects everyone who has 
experienced it differently. This is one of the reasons it is so difficult to diagnose and treat. 

There is overwhelming evidence that suggests that one’s spirituality and personal 
beliefs can have a positive effect on healing and recovery. According to a study on 
veterans suffering from PTSD, 

Researchers have reached a consensus on two matters: (1) ‘Humans are spiritual 

beings’ and (2) ‘there is a relationship between spirituality and healing.’ 

Researchers are undoubtedly in agreement on the impact of spirituality on a 

person’s healing ability and potential to cope with and adapt to alterations in 

health or disorder-related status.” 

One’s religious beliefs may be helpful in the process of understanding traumatic 
situations or past experiences. The ability to call upon a “higher authority,” such as a 
Deity or God, can enable one to rationalize and adjust back to a pre-trauma lifestyle. It is 
believed that coping skills based on religious methods and the examples of existentialism 
may have a greater and more immediate impact than those that do not have a religious 


connection. Religious adaptation, coupled with traditional healing techniques, have 


shown a profound improvement in a patient’s recovery. 


' Masoud Sirati Nir et al., “Spiritual Experiences of War Veterans Who Suffer from Combat- 
Related Post-Traumatic Stress Disorder,” Journal of Religious Health 52, no. 3, (September 2013): 719— 
729, www.jstor.org/stable/24485022. 
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It has been found that existentialism can help a person deal with problems and 


find meaning in life. It has also been incorporated into therapy and healing efforts to 


recover an individual’s personality once lost to trauma. 
y 


Interdisciplinary Theory 

It is hardly likely that any one theory will be able to cover this complex 
phenomenon known as Post Traumatic Stress Disorder. Trauma cannot be fully explained 
or expressed in any one theory or individual solution, nor is there a single fixed solution 
or approach to working with patients who suffer from this condition. Therefore, to gain a 
full understanding of PTSD and its potential treatments, multiple theories and remedies 
must be drawn on. 

Recently, there have been promising advancements in the treatment of PTSD. The 
greatest single impact to combat-related PTSD is that the U.S. government is finally 
addressing the issue and taking steps to provide treatment for those who have been 
diagnosed. Importantly, PTSD has been a condition that eludes a concrete understanding 
or diagnosis. Doctors need to assess patients by examining the depth of the traumatic 
exposure, and approach treatment through a wide breadth of the theory. The technical 
definition of one patient’s PTSD may be very different from another, and the remedies 
may be vastly different. 

In part, these differences can be explained by the profound impact of trauma. 


Briere and Scott have commented, “trauma can alter the very meaning we give to our 
) 
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lives and can produce feelings and experiences that are not easily categorized in 
diagnostic manuals.”” They go on to say, 


The deep impact of trauma invites a theoretical framework that captures the 
complexity of the human experience, including its less tangible aspects such as 
meaning, spirituality, morality, and identity. Existential theory, with its 
philosophical roots and contemplation of the human condition, may provide a 
basis for such a framework.* 


According to clinical consensus, there are three prevailing “explanatory” models 
to categorize PTSD. The impact of PTSD can be categorized within physical, relational, 
and intrapersonal models. It should also be mentioned that anyone or all three may be 
overlapping and co-existing depending on individual patients. Below is an article written 
by Kaitlin Wilmshurst who has provided and laid out the framework for these categories. 
Wilmshurst is very keen to offer ideology from both sides of the existential equation. It 
has been richly enhanced by many leading experts in the study of PTSD who offer a 


robust view of the leading experts in this arena. 


Physical theories of trauma 

Physical theories of trauma generally derive from the biomedical 
paradigm, and relate to neurophysiology, endocrinology, genetics, and immune 
function. For example, meta-analysis of childhood trauma exposure and 
neuropsychological functioning suggests that post-traumatic stress disorder 
(PTSD) may result from an inability of the right prefrontal cortex to regulate the 
right amygdala* (Malarbi et al., 2017). There are also linkages between 
posttraumatic symptoms and sympathetic nervous system (SNS) regulation. In 
people with a PTSD diagnosis, elevated levels of norepinephrine, a 
neurotransmitter implicated in SNS regulation, are correlated with the arousal 


> J. Briere and C. Scott, Principles of Trauma Therapy: A Guide to Symptoms, Evaluation, and 
Treatment, 2"4 ed. (Los Angeles, CA: Sage Publishing, 2015), 31. 
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4S. Malarbi, H. M. Abu-Rayya, F. Muscara, & R. Stargatt, “Neuropsychological Functioning of 


Childhood Trauma and Post-Traumatic Stress Disorder: A Meta-Analysis,” Neuroscience & Biobehavioral 
Reviews (2016): 72, 68-86, https://doi.org/10.1016/j.neubiorev.2016.11.004. 
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symptoms such as nightmares and startle reflexes’ (Lipov & Kelzenberg, 2012). 
The presence of certain gene variants, in combination with trauma exposure, has 
been linked with higher rates of PTSD. Specifically, certain genes expressed 
within the hippocampus and amygdala may cause sensitivity to environmental 
factors® (Wang et al., 2018). Epigenetics may also contribute to fear conditioning. 
It is possible that epigenetic changes in gene expression and cellular function may 
disrupt the normal formation, storage, and extinction of fear memories, leading to 
persistent re-experiencing, avoidance, and hyperarousal’ (Kwapis & Wood, 
2014). Abnormalities in the structure, function, and connectivity of various brain 
regions, such as the amygdala and hippocampus, amongst others, have also been 
found in people with posttraumatic symptoms® (Admon et el., 2013). Gupta 
(2013) notes that PTSD is associated with alterations to the limbic system, 
hypothalamic-pituitary-adrenal axis, and sympatho-adrenal medullary axis.’ He 
links these physiological disruptions to sleep disorder, hypervigilance, and 
various somatic symptoms. 

The Implication of a physiological explanation of PTSD is the focus on 
physiology in treatment, such as addressing neurochemistry and nervous system 
regulation to reduce trauma symptoms. This approach to treatment may include 
the use of psychotropic medications? (Kwapis & Wood, 2014; Lipov & 
Kelzenberg, 2012; MacNamara et al., 2016); focus on neuroplasticity, 
neurofeedback, and / or sensory stimulation'! (Herold et al., 2016; Leddick, 
2018); exploration of alternative body work approaches, such as yoga 


5 Eugene Lipov & Brianna Kelzenberg, “Sympathetic system modulation to treat post-traumatic 
stress disorder (PTSD): A review of clinical evidence and neurobiology,” Journal of Affective Disorders, 
(2012): 42, 1-5, https//doi.org/10.1016/j.jad.2012.04.011. 
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8 R. Admon, Milad, M. R., & Hendler, T., “A casual model of post-traumatic stress disorder: 
Disentangling predisposed from acquiring neural abnormalities,” Trends in Cognitive Sciences, 17(7), 
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therapy!”,!3,!4 (Dick et al., 2014: Mitchell et al., 2014; Nolan, 2016); or 
recommendation of general physical exercise!” (Rosenbaum et al., 2015). It is 
possible that using purely physical interpretations of trauma may neglect the 
cognitive and emotional self, relational issues, and the greater meaning of the 
traumatic experience. '© 


Relational theories of trauma 

Relational theories of trauma draw on object relations and attachment 
theory to explain trauma experiences and symptomology, particularly for traumas 
that are perpetuated by other individuals. Relational theory views trauma as a 
disruption of interpersonal schemas, leading to maladaptive perception and 
function in relationships (Johnson & Lubin, 2010).'’ One example is described 
by Rubinstein (2015), wherein the intolerable aspect of the traumatic experience 
is transferred to an internal object-world comprising a victim, abuser, and a 
rescuer. This relational configuration is then thought to be played out in 
transference-countertransference reactions throughout the individual’s life. 
Arikan et al. (2016) found that posttraumatic stress was indirectly influenced by 
attachment anxiety through the mediator of negative self-cognitions.!* Another 
study found correlation between secure attachment and low levels of lifetime 
PTSD symptoms such as intrusive thoughts, arousal, and avoidance, while 
dismissive and fearful attachments were correlated with poor psychological 


'2 A.M. Dick, Niles, B. L., Street, a. E., DiMartino, D. M., & Mitchell, K. S., “Examining 
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adjustment! (O’Conner & Elklit, 2008). Relational theories of trauma suggest 
that a strong therapeutic relationship, establishment of social supports, and 
internationalization of secure working models of relationships are most important 
to trauma intervention”? (Bryant, 2016; Rubinstein, 2015; Schottenbauer et al., 
2008). The therapeutic orientation may manifest as a focus on validation, 
supportive counselling, and development of social supports-possibly at the 
expense of psychoeducation, regulation skills, behavioral intervention, and 
physiologically based treatments. 


Intrapersonal theories of trauma 

The intrapersonal theories of trauma focus on emotion regulation, 
cognition, identity, and self-concept. Some studies, for example, point to traits 
such as neuroticism and low cognitive ability as predictors of the development of 
PTSD”! (Kindt & Engelhard, 2005). Emotional processing theory posits that 
failure to recover from trauma is linked to an inability to emotionally engage with 
the trauma memory and to organize, process, and modify negative beliefs about 
the world and oneself following the trauma” (Foa & Kozak, 1986). Ehlers and 
Clark (2000) present a cognitive model of PTSD, which explains that 
posttraumatic symptoms become persistent when the processing of the trauma 
leads to a sense of ongoing, serious threat: this perception is maintained through a 
series of maladaptive behavioral and cognitive strategies.7> Mazloom et al. 
(2016) found that metacognitive factors and emotional schema factors were 
associated with PTSD symptoms such as re-experiencing, avoidance, and 
increased arousal.”* Both relationships were mediated by difficulties in emotional 
regulation. This finding suggests that beliefs about thoughts and emotions may 
influence traumatized persons’ ability to emotionally regulate, leading to PTSD 
symptoms. Other models suggest that characteristics of the individual that 
manifest during the trauma may predict symptoms type and severity. For 
example, in one exploratory study, peritraumatic guilt and fear were related to re- 
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experiencing symptoms, while peritraumatic anger predicted both re-experiencing 
symptoms and hyperarousal”* (Dewey et al., 2014). These intrapersonal 
interpretations of trauma would lead the social worker to focus on cognitive- 
behavioral interventions and emotion regulation skills to support trauma 
survivors. These approaches, focused primarily on deficits of the individual, may 
neglect issues of personal meaning, relational impacts, and physiological support 
for dysregulated individuals. 


Interrelatedness of categories 

Even though these theories can be clustered into categories, it is clear that 
different aspects of trauma (i.e., physical, relational, and interpersonal) are 
interrelated. For example, attachment style is highly related to self-concept, the 
concept of the self-in-the-world, and emotional regulation strategies”° (Benoit et 
al., 2010); it has also been shown to relate to cortisol levels in the body’ (Kidd et 
al., 2013). This understanding is an example of how the relational can influence 
the intrapersonal and the physical. Similarly, polyvagal theory explains that 
bidirectional signaling pathways exist between the viscera such as the heart and 
muscles in the head and neck responsible for facial expression, listening, and 
vocalization”® (Porges, 2018). These pathways imply that emotional experiences 
linked with visceral activation, such as acute anxiety response, may directly 
influence facial expression, tone of voice, and listening capacity. Thus, 
emotional, and physiological states associated with trauma impact relational 
experiences. Exploration of each cluster of theories eventually reveals a link to 
both of the others. An organizational framework for trauma theories would need 
to recognize the three general categories of theories and acknowledge the 
complex interplay between them. 


Existential theory for clinical practice 

Existential theory does not provide a specific, technical approach to 
clinical therapy. Rather, it has arisen from a long tradition of philosophical 
thought and operates as a contextual framework that poses deep questions about 
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the nature of life and death, isolation, anxiety, and despair?” (Zafirides et al., 
2013). Existential therapy initially arose in contrast to the predominant 
reductionist, deterministic approach to psychology of the mid-twentieth century, 
within the context of the rising humanistic movement?” (Bauman & Waldon, 
1988). Existential therapy is rooted in the psychodynamic approach; the 
existential therapist sees psychopathology as a defense mechanism against 
anxiety. However, where a traditional psychodynamic approach recognizes 
instinctual drives as the source of internal conflict and anxiety, the existential 
approach sees anxiety as deriving from confrontation with the givens of 
existence*! (Yalom, 1980). Existential therapy focuses on the relationship 
between the therapist and service user, and views the person as a conscious, 
responsible being who, while motivated to “become” themselves, is in dialectic 
tension with their own impending death and ultimate sense of meaninglessness of 
life. The task of existential therapy is to support the person in confronting the 
anxiety-provoking truths of existence while finding meaning and living 
authentically” (Bauman & Waldon, 1998). 

Irvine Yalom’s (1980) Existential Psychotherapy is considered by many to 
be the most important contribution to the field of existential psychotherapy** 
(Zafirides et al., 2013). Yalom’s interpretation of existentialism revolves around 
four “existential givens,” or “ultimate concerns,” which are often presented as 
dichotomies: death vs. life, isolation vs. connection, freedom vs. responsibility, 
and meaninglessness vs. meaning** (Berry-Smith, 2012; Zafirides et al., 2013). 
According to Yalom, the inevitability of death creates terror for humans, who 
deeply fear a state of non-being; however, an awareness of death also has the 
capacity to prompt mindful and authentic engagement in life. Death is also 
related to existential isolation. Confrontation with death prompts the realization 
that, ultimately, we cannot die with or for another person. Despite deep 
connection with others, we fundamentally exist, and cease to exist, in isolation. 
The concept of freedom and responsibility Imply that humans have responsibility 
for their perceptions and attributions about theirlces, as well as for their conduct 
in the world. This realization is both freeing and anxiety producing because it 
negates the security of an underpinning structure or fate. Finally, these concerns 
culminate in the issue of meaning verses meaninglessness. If there is no 
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underlying fate of structure to the world-if we are ultimately responsible for our 
lives, isolated, and doomed to death-what could possibly be the meaning of life? 
And yet, a human living without meaning tends to be miserable. Thus, 
exploration of and creation of meaning is one of the main tasks of existential 
therapy. 

While Yalom (1980) positioned death as the primary concern for humans, 
often producing overwhelming anxiety*> (Berry-Smith, 2012), Frankl (1959) 
identified that finding meaning is the key to resolution of psychological concerns 
and to overcoming life’s difficulties.*° Yalom somewhat supports this by 
weaving the other three existential givens into his discussion of meaninglessness, 
perhaps indication that they are somewhat confounded by meaninglessness. 
Yalom points to several ways in which meaning can provide a pathway out of 
death anxiety and isolation. Thus, while all four existential givens may underlie 
presenting issues, creation of meaning may be the key to overcoming these issues. 
Existential theory has proven to be flexible enough to be integrated with other 
theories for the treatment of various conditions. For example, it has been used in 
a cognitive theory of meaning (Bering, 2003), and has been combined with 
cognitive behavior®’ (Corrie & Milton, 2000), mindfulness-based** (Harris, 2013), 
solution-focused*? (Fernando, 2007), and narrative (Day, 2009) therapies.*° 
Maunder and Hunter (2004) have also used an integrated theory of attachment and 
existentialism to inform treatment of medically unexplained physical symptoms.*! 
Existentialism has the potential to add depth of meaning to technically based 
approaches. Resulting in a useful blend of meaning and technique that 
acknowledges both the complex of the human condition and the utility of specific 
evidence-based modalities. 


Existential theory in traumatology 
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The theoretical literature on trauma has made links between the theoretical 
constructs of existentialism and the nature of trauma experiences. Thomas and 
Walsh (2010) conceptualize it as an existential injury that can result in a loss of 
sense of self and the shattering of frameworks of meaning. They discuss the 
existential concept of “the abyss’”—the existential void that is experienced when 
we face our own mortality and the finitude of existence. They posit the trauma 
forces us to look into the abyss, leading to existential death anxiety. Other 
authors have drawn upon Yalom’s concept of a boundary situation, a situation in 
which we are confronted with the ultimate concerns, to conceptualize trauma as 
an existential experience” (Bauman & Waldon, 1998; Du Toit 2017), while some 
refer to an existential shattering that destroys the survivor’s defenses against 
meaninglessness, freedom, isolation, and death (Du Toit, 2017; Hoffman et al., 
2013). 

Empirical literature, although limited, has also linked existentialism with 
the nature of trauma experiences and with successful trauma intervention. For 
example, a positive correlation between existential anxiety and lifetime trauma 
exposure was found in adolescents who had been exposed to natural disasters** 
(Weems et. Al., 2016). Existential themes are also identified as pathways to 
trauma healing. Das et al; (2016) found that the process of meaning-making was 
instrumental in recovery from childhood sexual abuse.** Case studies of veterans 
have also provided tentative support for the use of logotherapy, a branch of 
existential psychotherapy, to address anxieties around the four existential givens*® 
(Southwick et al., 2006). Thus, the humanistic and flexible nature of existential 
theory, as well as its conceptual and empirical links to trauma experiences, lends 
it credibility as a Iramework integrating a variety of trauma theories. 


Implications of an existential framework for trauma 

Existential theory presents an opportunity for social workers to challenge 
the modality-based approach to trauma therapy. By recognizing the full range of 
human experience, existential theory may remind social workers that there are 
many avenues through which to access trauma experiences. A guiding framework 
based on existential theory may cause space for a variety of technical modalities, 
underpinned by a humanistic exploration of deep meaning and experience. It 
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captures the profundity of traumatic experience while attending to a breadth of 
symptoms, impacts, and approaches. Social workers who struggle to “do” 
eclectic practice may use such a framework to give a sense of coherence to an 
otherwise overwhelming selection of theories and modalities. As noted by 
Bauman and Waldon (1998) in their critique of eclecticism, “[w]ithout theory, the 
practicing counselor moves from the level of a true professional to the level of 
technician” (p. 13). Perhaps existential theory has the potential to move eclectic 
trauma from the level of the technical to the professional. 

While the potential of an existential framework for trauma theory is 
arguable, it is acknowledged that, at this point, it is theoretical. Although some 
empirical research links existential theoretical constructs to trauma experiences 
and treatment (Southwick et al., 2006; Weems et al., 2016), some researchers do 
not find association between death anxiety, meaninglessness, and trauma (Floyd 
et al., 2005). More empirical evidence is desirable to support this theoretical 
connection. 

Research on the efficacy of an existential framework for trauma may 
present challenges for researchers and existential practitioners. Lantz (2004) 
describes the fundamental conflicts between empiricism and existential 
philosophy. Firstly, and perhaps most critically, existentialism rejects the idea of 
treatment as the cause of change. In keeping with the existential concept of 
freedom, change will occur when and where a person sees and accesses their 
freedom, irrespective of treatment intervention (Yalom, 1980). Thus, 
measurement of outcomes in empirical studies would be more indicative of a 
person’s use of freedom than treatment efficacy (Lantz, 2004). Secondly, 
existentialism is more concerned with individual experience than statistical 
outcomes. Study designs, such as randomized control trials, are not aligned with 
the philosophy of existentialism, which tends to value single subject designs, case 
studies, and field studies (Lantz, 2004). Finally, there is the issue of philosophical 
integrity. Given the assertion that existential practitioners cannot “know” 
existentialism but must rather “be” existentialist (Willig et. al., 2015), it may be 
difficult for empirical research to define what does and does not constitute an 
existential therapeutic approach. Thus, although existential theory poses 
opportunities for practice, and for the use of eclectic and integrated practice with 
trauma survivors, empirical assessment of the approach poses challenges for 
research. 


PTSD has been difficult to diagnose for a variety of reasons. First of all, it 


presents itself in no one single or stereotypical symptom. Some patients have difficulty 


relating to others (or imagining how others relate to them), some withdraw from 


socializing with friends and family, while others may experience sexual hardships due to 


not engaging in intimacy. One thing that all have in common is mood variations. This can 
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range from just being down and out, to experiencing violent and severe mood swings that 
usually escalate to violence. The changes in mood can be mild, while some may burst 
into extreme violence. 

Also, people with combat-related PTSD may experience a loss of interest or 
passion for activities they may have enjoyed in the pre-PTSD phase of life. It has been 
determined that those who suffer from PTSD usually suffer from other psychiatric 
disorders. This includes, but is not limited to, Major Depressive Disorder. Depression is 
usually a result of PTSD, and it also needs to be treated separately. 

Those who have combat-related PTSD often experience sleep issues related to 
anxiety. They may occasionally have normal sleep, but inevitably it is seriously disrupted 
by the unsolicited images and nightmares, followed by night sweats. There are even cases 
of PTSD patients who feared going to sleep because they knew what was going to occur. 
Difficulties with sleep in patients with PTSD may also be associated with short tempers 
and agitated behavior. Lack of sleep and insomnia ultimately may lead to other health 
problems. 

In addition to relational difficulties, mood dysregulation, and disrupted sleep, 
PTSD may lead to increased heart rate, elevated blood pressure, chronic fatigue 
syndrome, exhaustion, sense of heightened alertness, low self-esteem, and the list goes 
on. The adrenaline is continually taxing one’s nervous system creating a “stressed out” 
condition, and the patient keeps searching for a moment when things will calm down, but 
it never comes. 

This vast variety of symptoms is just one reason that PTSD can be difficult to 


diagnose. Diagnosis can also be difficult because the description of symptoms is often 
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inconsistent between patients, psychiatrists, and physicians. Patients may not be 


evaluated on a consistent psychometric scale necessary to ascertain the severity of their 
symptoms. The evidence of their condition may be recorded in differing vocabulary, 
determined by what attending medical staff are accustomed to using, causing confusion. 

Furthermore, each of these conditions can occur at various times after exposure to 
trauma. Many cases of PTSD can become evident or be present immediately to 
individuals, while others suffer in silence for undefined periods of time. Some will 
experience immediate PTSD after exposure to trauma; for others it may gradually come 
about. Still others may not show any symptoms until revealed later when triggered by 
some similar event. According to Bremner et al., 

Although the onset typically is shortly after exposure, the lag between exposure 

and full manifestation of PTSD is variable and, in some cases, long; if the onset of 

symptoms occurs more than six months after the trauma it is referred to as 
delayed onset.*” 

These events can be flashbacks or nightmares that will eventually become a full 
manifestation of PTSD. Studies have shown that the latent effects of PTSD may be the 
most severe and result in violent outbursts of anger. To the unsuspecting bystander or 
witness, this is often thought of as an episode of insanity. 

The final challenge to diagnosis is patient reluctance. Many trauma sufferers may 
be ashamed by their emotions or may be overwhelmed with guilt, which can prevent 
them from seeking help. Or, they may quickly withdraw from any help that is offered. 


The reported rate of those who suffer from trauma is estimated to be a small fraction of 


those who suffer from the unseen scars of PTSD. Many sufferers believe PTSD does not 


47 J. Douglas Bremner et al., “Chronic PTSD in Vietnam Combat Veterans: Course of Illness and 
Substance Abuse,” American Journal of Psychiatry 153, no. 3, (1996): 369-375. 
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or will not affect them directly, making it very difficult to gather necessary information 
for treatment. Researchers are frustrated by the difficulties of gathering information, 
categorizing diagnosis, and treating patients who are in denial. 

The American Psychiatric Association has created a set of diagnostic standards 
for “combat-related PTSD.” These include two necessary requirements. The first must 
involve death of another individual(s), which is obvious in the case of combat or 
executions. The other requirement is a response of helplessness and fear that is beyond 
normal comprehension. This standard had to be established due to the many accounts of 
individuals who claimed to have experienced combat-related PTSD that may have simply 
watched a late-night horror movie or is overwhelmed by their spouse or parenting. 

As demonstrated by these diagnostic guidelines, one thing that must be established in the 
early stages of diagnosis is the identity of the event that caused the trauma. Was the 
trauma due to an event that would have latent onset traumatic symptoms, or could it be 
considered in some way ordinary? If the event does not meet the criteria of being 
imaginary or traumatic, then the symptoms must be dismissed as something other than 
PTSD. 

There is strong evidence that those who carry out “executions” in a combat 
environment or witness the hostilities of combat situations will be subject to PTSD or 
demonstrate symptoms over time. Clinical experts are studying patients to find out if they 
experience trauma at the moment of executions or combat inflicted deaths. It has been a 
difficult subject to study because the actual moment is usually not conducive to a doctor 
being available to observe or study the situation. However, a study of prison personnel 


that carried out executions in 1993 noted, in an article in Correction Today, that those 
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who carried out executions were always living and operating at an advanced level of 
anxiety. Although this study has a very small study population, it could be very telling 
regarding soldiers who are exposed to battle for extended periods of time. 

The question of “helplessness,” related to the second component of a PTSD 
diagnosis, arises if one is continually exposed to combat and must carry out a mission 
that requires killing on a regular basis. It is believed that anxiety is a present emotion that 


is almost impossible to validate due to the circumstances. 


In light of these difficulties associated with PTSD diagnosis, and the wide- 
reaching impact of PTSD, treatment presents its own set of difficulties. One treatment 
option is medication. However, patients may view taking medication as a sign of 
weakness or of frailty of their personality. Some individuals experience adverse reactions 
to medication. For many of the frontline soldiers dating back to World War I, and even 
up to the most recent wars in Bosnia and Herzegovina, deep religious beliefs and 
believing in God and a higher authority have served as a coping mechanism. These 
soldiers found that having a Bible and making time to read and share it with colleagues 
had a greater positive impact on their mental health and resulted in lower levels of PTSD 
than those who did not. 

Another study of 28,546 active-duty military personnel showed that spirituality 
buffered depression and posttraumatic stress disorder (PTSD) only among soldiers with 


low-moderate combat exposure. The author concluded that “the buffering role of 
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spirituality in mental health is limited,” and that it “may be potentially overwhelmed by 


great stress, such as high levels of combat exposure.’””*8 

While help-seeking behavior of soldiers is (theoretically) encouraged, because 

“silent” mental health affections in response to stressful missions (“suffering 

while functioning”) should not be regarded as stigma; nevertheless, one cannot 

ignore that there are still several barriers, both structurally and individually, that 
make it difficult to find such support. Moreover, findings from patients with 
chronic disease suggest that a person’s spiritual needs were rarely recognized nor 
supported in our healthcare system. *° 

Spirituality is often an individual belief and encompasses how one processes 
one’s own convictions. This makes it difficult to measure the direct impact religion plays 
on an individual. However recent studies of believers (in general terms of religion) have 
specified that those who had a firm belief not only suffered less from PTSD, but also had 
a quicker recovery period and could return to a functioning individual with hopes of 
being totally healed. 

Earlier in this paper, I suggested that integrating existentialism with spirituality 
could allow those suffering from combat-related PTSD to identify with biblical 
characters who recovered from trauma, thereby experiencing their own healing. This 
research supports the power of existentialism and spirituality when suffering from PTSD. 
Those with PTSD who recognize God as the supreme authority who has total control of 


all things, including their life, may be able to free their minds of trauma and begin turning 


their suffering over to God who controls all things. 


48. L. Hourani et al., “Influence of Spirituality on Depression, Posttraumatic Stress Disorder, and 
Suicidality in Active Duty Military Personal,” Depression Research and Treatment, Article ID 425463, 
(2012), http://www. hindawi.com/journals/drt/2012/425463. 


” Tracy A. Balboni, et al., “Religious and Spiritual Support Among Advanced Cancer Patients 
and Associations with End-of-Life Treatment Preferences and Quality of Life,” Journal of Clinical 
Oncology 25, no. 5 (2007): 555-560. 
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In addition, the Bible offers examples of strong relational needs, which may allow 
it to serve another function in the trauma healing process. Many soldiers who have 
suffered from PTSD often find themselves adrift and unconnected to other family and 
friends and people in general. Their familial connectivity deteriorates to the point that 
they are alone in this world, and their trust in other people is non-existent. However, once 
again, the beneficial effects of existentialism can be found in God and other religious 
resources, such as the Bible. Examples of loving relationships, along with additional 
personal support, are lacking in many of the patients’ lives. But having a church family 
and “safe” contacts in a religious setting can assist PTSD survivors to slowly open 
themselves to relationships. Again, many of the examples of healing and developing 
friendships can be cultivated from studying existential examples found in the Bible (or 


other religious texts), in addition to experiencing the church family. 


Conclusion 

Ongoing challenges related to the diagnosis and treatment of PTSD reveal that it 
is a disorder worthy of federal funding and more in-depth research. Research about 
healing for combat-related PTSD is showing existentialism to be beneficial in healing and 
mental health. Religious and spiritual studies do provide significant resources for healing 
and aid soldiers who have been exposed to severe levels of trauma. Recent studies 
continue to discover positive benefits to PTSD treatments that incorporate existentialism, 
and some even display unanticipated benefits. One study offered reported that those who 
included existentialism in their treatment that had a marriage success rate of almost 


double those who did not accept the treatment. 
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Existentialism provides additional support to commonly applied practices. The 
results of these combined efforts have exceeded those of traditional practices alone. This 
has been demonstrated in double blind study groups and the testimonies of the patients. 
This ideology of existential training combined with traditional group therapy offers a 
framework that has provided quicker recoveries, reduced nightmares, less violent trauma 
survivors, and reduced drug and alcohol abuse—and the benefits are just beginning to be 
realized. 

So how can existentialism and spirituality be used to treat veterans with combat- 
related PTSD? Soldiers returning from combat should be quickly engaged in spiritual 
existential therapy. Research among soldiers has correlated earlier introduction to 
spiritual existential therapy with longer participation times. They also make quicker self- 
assessments concerning their individual self-worth, and such therapy may reduce the 
likelihood of viewing themselves as stigmatized by being “weak.” 

One form of treatment is to create therapy groups that include military personnel 
that these returning soldiers may have served with, or people who were in their chain of 
command. The team dynamic built in the battlefield can assist the healing process. 

For those who have already suffered from the chronic effects of this diagnosis, 
clergy may want to take the lead and offer group therapy, incorporating the spiritual 
healing of Biblical teachings and recognition of those who have been exposed to trauma. 
In addition, non-religious practices may engage in psycho-emotional exercises to 
contribute to mental and emotional comfort and stability. 

More studies are needed to understand the “how’s” and “why’s” of the favorable 


impact of existential therapy. Because of all the benefits of existential therapy, it needs to 
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be studied and applied in all areas of suffering, not just combat-related PTSD. More 


research also needs to be done to understand how existentialism may be proactively 
applied to soldiers prior to going into combat. Perhaps the recognition of God on our 
military posts could be a good start. 

Perhaps this is God calling His people back to the Word and to use His Word as 


the healing medicine it rightly is! 


CHAPTER SIX 


PROJECT ANALYSIS 


Introduction 

As the hypothesis of this project reveals, individuals diagnosed with Post 
Traumatic Stress Disorder (PTSD) endure its effects—including pain, discomfort, 
rejection, and disassociation—-silently in their everyday lives. Studies have shown that 
many patients suppress the feelings and moods that need treatment. Furthermore, very 
few doctors or churches have the necessary skills to treat those who have been impacted 
by combat-related PTSD. In this project, [am exploring whether the impact of combat- 
related PTSD can be mitigated by integrating prayer and religion into group therapy for 
veterans diagnosed with combat-related PTSD. I believe that group therapy and 
educational workshops, in conjunction with prayer and spiritual (Christian in my case) 
based values, could equip veterans with life skills, enhancing their ability to cope with the 
effects of trauma. 

To test this hypothesis, I conducted six weeks of field research with a group of 
staff at two Nashville, Tennessee Veterans Hospital. This chapter details my data 


collection methods and results. 
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Methodology 


I organized six meetings with the staff members to teach the foundational 
principles of my work on PTSD and spirituality. I also provided the participants with an 
outline of discussion questions for each meeting, which they were able to answer in 
advance in written form. During these meetings, I took notes to capture the participants’ 
perceptions and insights related to the material. I also measured changes in their 
perceptions of spirituality in PTSD treatment by administering pre and post surveys. The 


data and results are provided in the following pages. 


Implementation 

I contacted the Chief of Staff in the Psychiatric Department and explained that I 
was researching the effects prayer and religion had on combat-related PTSD and would 
like to meet with staff members who work with these patients. I was immediately 
welcomed, and the Chief of Staff sent an email to all employees in the Psychiatric 
department. The response was robust and exceeded my expectations. Staff members were 
very willing to participate and provide insight. 

Beginning on June 15, 2023, I met weekly at 9am on Thursday mornings with a 
group of doctors, psychiatrists, psychologists, researchers, nurses, and staff members who 
interact daily with patients with PTSD. I never interacted directly with patients. 
Refreshments were provided at each session, and a prayer opened and closed each 
meeting. Each started with a foundational discussion period followed by questions 


germane to the questionnaires and pre-survey I provided. Attendance was robust and 
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initially consisted of thirteen professional health workers willing to engage in my 


research and study. 


Workshop One: Ministry Focus 

Upon arriving at the designated time, I waited an additional five minutes for all 
participants to gather. I introduced myself as a student at United Theological Seminary 
enrolled in the Doctoral Program and working on my field study research. I thanked all 
present for participating and informed them that they could discontinue their participation 
at any time and for any reason. I shared the agenda for the day and then distributed the 
pre-survey. Several participants asked if they needed to sign their names on the survey. I 
explained that I did not want any identifying marks that could reveal the identity of the 
author. 

Once the surveys were returned, I asked if anyone had any objections or 
reservations about me opening with a prayer. I noticed that most of the participants 
looked a little confused and were searching the faces of their colleagues to see what the 
responses would be. Since the hospital is a government facility, I feel very certain that 
prayer is a foreign behavior in that setting. There were no objections or endorsements. 
When we bowed our heads, I could see that some participants were looking around 
strangely at others but did go along with the process. I then explained why I would begin 
and close each meeting with a prayer. This was for a twofold reason: first, I wanted to get 
all thinking about spirituality in the workplace, and second, I wanted them to consider 


how prayer may benefit patients. 
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Since there may have been some confusion about who I was and what I was doing 
in the facility, I gave a very detailed explanation of who I was and what I was trying to 
accomplish. I stated that I believed prayer and religion could benefit those who suffered 
with PTSD, and I was there to research this phenomenon. We would meet weekly to 
discuss some topics I have prepared and questions that I had provided at the onset of the 
meeting. Then I asked everyone to share their name, their role was in the hospital, how 
long they had been on the staff, where they were working, and something that others 
might not know about them. In addition, I made it very clear that what we did was not to 
leave this room, and that the participants’ identities would be concealed from everyone, 
including their employer, and that confidentiality would be maintained. 

Next, I explained my objective: to seek input from the professional staff at the VA 
that work with patients with PTSD who served in a combat role. I told them that I was 
trying to understand if there were ways to improve current treatments and wanted to learn 
how we could explore and/or initiate those treatments for the betterment of the patients. I 
was open to any suggestions from the participants regarding whether and how spirituality 
could be integrated into treatment and hoping to obtain confirmation from those 
participating that my hypothesis—integrating spirituality into treatment of PTSD 
patient—could be helpful. In addition, I was hopeful that what I was teaching would open 
minds and hearts to the possibility of spirituality in the treatments. I explained that I was 
going to lead six workshops during which I would introduce “foundational” elements of 
my work that may be beneficial for patients. I shared my hope that, with the assistance of 
the participants, we could explore improvements to the current treatment process/policies. 


Then we proceeded to the guidelines for our sessions, which included: 
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1. Only one person can speak at a time. Everyone would have an opportunity to 
offer their thoughts and suggestions—or even rebut—but only one person 
would be allowed to speak at a time. 

2. Every idea is valid and must not be criticized by other members of the 
participants. Also, no individual criticism. Since everyone is playing a vital 
role in my research, I welcome all thoughts. 

3. Discussion must not leave the room. The Chief of Staff happened to be 
present, and I asked him to agree that there would be no retribution for any 
discussion held during these six meetings. This approach was readily agreed 
upon by the Chief of Staff and all who held supervisory positions. 

4. Anyone could call me in confidence after any meeting to follow up or offer 
information that may have been uncomfortable to discuss in the current 
settings. 

5. Treat each other with respect. 

The participants agreed to all these guidelines. Then we opened discussions about 

current treatment plans. I solicited any glaring failures that could be discussed. 

Unfortunately, silence filled the room. Individuals briefly looked around the table 

with a half-smile and then their glance would quickly turn downwards. I felt as if this 
question hit a nerve. The silence was quite awkward, and then the Chief of Staff spoke 
up, saying, “it’s OK, we have agreed to discuss the issues openly and I am interested in 
hearing what you have to say.” 

One individual opened with an intriguing statement: 


When we put PTSD vets together in group therapy, they are more relaxed and 
have a common understanding of what they are talking about. When they are 
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treated individually there is a communication breakdown between the attending 

physician and the patients. Most of our doctors have no idea when it comes to the 

equipment or military speak. When they are all together there is an immediate 
fellowship and understanding of who they are and what they are speaking of. 

I said this was a great start, and I appreciate that feedback. Unfortunately, we had 
used more than an hour by this time, and I wanted to be cognizant of their time and work 
obligations. Again, I asked if anyone would object if I said a closing prayer. As I watched 
over the room, there were heads nodding in the affirmative, so we closed with a prayer, 
and I said I would stay for a few minutes if anyone would like to talk. As the participants 
filed by while exiting the room, they thanked me for being there and taking an interest in 
this subject matter. Unfortunately, I did not have any takers on the offer of additional 
discussion. 

Overall, I was quite uncertain as to how things would develop but felt relieved 
that participants were willing to join the discussion. We were able to make introductions, 
outline what I was working on, set boundaries, and have a discussion, albeit brief due to 
time. 


I took notes while the discussions were taking place to capture participants’ 


quotes. I later typed four pages of notes about the session immediately afterwards. 


Workshop Two: Biblical Foundation 

Having arrived about twenty minutes early, I was excited and looked forward to 
our second meeting. Again, I asked if anyone would object to me opening with a prayer. 
Once again there were no objections, so we invited God’s blessing into the discussion 
and the Holy Spirit to fill and guide us during this next hour. I turned to hand-written 


notes that were captured from the previous week, and said, “these are the guiding rules 
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we agreed to last week, and I would like to spend a few minutes reviewing.” We covered 
all that was agreed to in the prior week, and I explained that in my work at the United 
Theological Seminary, I had prepared several foundational papers that I would review 
and teach from in the following weeks. 

Then I introduced my Biblical passage for the session: 2 Corinthians 12:7—11. I 
explained that there are suggestions in this scripture that the Apostle Paul may have 
suffered from PTSD. Paul laments his hardships and the fact that he has asked God on 
three occasions to remove his suffering. This does not occur, and he is left to manage and 
endure his troubles for the remainder of his life. I used other supporting scripture to make 
the argument that when we have issues, whether they be physical, mental, spiritual, 
financial, familial, or anything else, God is with us and can provide healing. This may 
happen in ways we cannot initially recognize. In Paul’s case, endurance was the remedy 
that girded him with strength. Paul credited God with a healing that may not have been to 
remove the thorn from his side (whatever this ‘thorn’ may have been), but did strengthen 
Paul in ways that allowed him to grow, flourish, and preach to others in desperate need of 
God’s healing(s). I suggested that, like Paul, who was able to move beyond his infirmities 
and benefit from God’s grace, all believers can receive healing. 

During this workshop, one individual spoke up and said, “I see your point, many 
of the patients who are wrestling with PTSD, have not stopped to realize they are 
fortunate to be alive.” I was quick to respond, explaining that was not the point I was 
making, although it is a very good point (and one I need to consider for myself). I 
reiterated that I was suggesting that we may be able to see a way past the patient’s current 


suffering by seeking God’s council. I shared that I believed many of the participants in 
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the room may know of better treatments and ways of reaching the patients and that there 
is not a one-size-fits-all to treatment of PTSD. I explained that I was suggesting that 
offering prayer and seeking God may be ancillary to current methodologies. Then I 
reaffirmed that the individual’s point was, nonetheless, a powerful observation and 
thanked him for the remarks and participation. During this exchange, many heads were 
bobbing in an affirming way, and some participants were even smiling. 

Again, I had to end this meeting due to time, but there was so much more I 
wanted to discuss. We closed with a prayer, and while the room was emptying, one 
woman said, “I could get used to praying at work, I am really glad you are here.” 
Unfortunately, I did not have anyone who stayed to share or offer any additional 


information or discussion. 


Workshop Three: Historical Foundation 

As I approached my meeting, I was exceedingly excited and could not wait to 
engage with all the participants. Each one filed into the room and took the very same 
seats as the prior weeks. The first week I wrote their names down in the order they sat 
around the table, which, as an unintended benefit, helped me with their names. I tried to 
recite and visualize where everyone sat and associate their name with a face before each 
meeting. I also provided donuts and coffee—always a welcome perquisite. 

I opened by asking if anyone would mind if I said a prayer. I was stopped by 
somebody who asked if I was clergy. I said that I am and shared that information with the 
group in our first meeting. He said, “I must have missed that, but you sure do have good 


prayers.” I found that remark to be complementary and viewed it as a very good sign. 
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Following our opening prayer, I reviewed the boundaries that were set in week one and 
proceeded to ask if anyone in the room had ever heard of Saint Ignatius Loyola. One 
person spoke up and said that it is a college that frequently produces a good basketball 
team. After several chuckles (me included), I asked again if anyone knew who the saint 
was and what he is known for. One observation I had made when I first moved to 
Nashville in 2017 is that there are very few Roman Catholics in this region of the 
country. Not a single participant could identify the saint and what he had accomplished. I 
had not asked what anyone’s religious affiliation may have been, or if they were 
“churched” at this time. 

I was excited to share this information; this is how I perceive good teachers must 
feel when there is vibrant subject matter to impart. Unfortunately, I was mistaken. I 
believe that since I mentioned he was a Roman Catholic saint, they became deaf to 
anything that followed. I was fearful that since I mentioned that Ignatius was Roman 
Catholic that the group may become disinterested in my presentation. 

My presentation described how Ignatius of Loyola, a Spanish soldier, was injured 
in war when a cannonball smashed one of his leg and fragments of a concrete wall 
damaged his other leg. I shared that he endured three surgeries without any anesthesia or 
pain-reducing medication and that he may have suffered from PTSD. I explained how he 
discovered Saints Dominic and Francis while reading books provided by his sister-in-law 
and how God redirect his lust for chasing women and chivalric behavior to a passion for 
following God and becoming Christ-like. I emphasized that his admittedly perverse 


lifestyle was altered by the influence of his accidental discovery of God and the healing 
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powers found in prayer and scripture. I spoke about the good he brought to the world 
through the founding of the Jesuit (Society of Jesus). 

After the presentation, we briefly discussed the upcoming week’s agenda, closed 
with a prayer, and I thanked all for participating. As he was leaving, one gentleman asked 
if Loyola had founded the college. I answered by telling him Loyola is the patron saint of 
all spiritual retreats; he died in 1556 long before there were any colleges or universities 


named for him. The gentleman proceeded to tell me that was a great presentation. 


Workshop Four: Theological Foundation 

When I arrived at the VA hospital, fifteen minutes before the official start of the 
session, I was surprised to find several of the group members already in the room, hoping 
to share some thoughts and ideas about treatment improvements for PTSD patients. The 
two gentlemen suggested that the VA keep records of those who initially come in for 
treatment but never follow up. They said one of the reasons for patients not returning 1s 
because they rarely, if ever, get to see the same doctor/person. As a result, the patient has 
to explain the entirety of their traumatic experience each time they come in for treatment. 
By the third visit, they are exhausted from the fruitless repetition. The participants 
explained that there are several reasons this occurs, but primarily it is because many of 
the doctors are always looking for their “next best opportunity” and find positions 
elsewhere in the Veterans Administration. I personally have experienced this conundrum 
in the VA hospital, as I have often been assigned to a new doctor each time I am 


scheduled for an appointment. 
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One gentleman suggested that if there are long term physicians, they need to be 
assigned patients who would benefit from the assurance of seeing the same doctor on 
their next visit. Or, the doctor’s status could even be reviewed in advance, allowing their 
patient assignments to be determined according to physician longevity. 

The gentlemen also suggested that there should be a more proactive approach to 
seeking out patients who do not return. The current policy is to call the patient after thirty 
days and to try again after another thirty days. These participants thought this policy 
“checked a box,” but was, in reality, ineffective when tracking a patient. 

These participants also recommended enhancing efforts to find a resident doctor 
to work with each patient and to assign them to a “vet group” as soon as they enter the 
program. This would allow a bonding process to develop on both sides of the 
relationship. 

I asked if I could bring this up in front of the group, and both agreed that it would 
be fine. However, each asked that I not identify them as the originators of the ideas; they 
wanted to remain anonymous. Both thanked me and said they were in strong support of 
bringing prayer to the patients who identified as a person who had a religious affiliation 
to some belief. They also thought that would be a worthwhile effort for standard 
treatment. Both qualified their statements by stating, “it [prayer] would only be 
successful if it were requested. We cannot force any religious ideas or beliefs on any 
patient because it would be unethical.” 

I was surprised at this qualification because this is exactly what I was trying to 
communicate. I believe that prayer is something that can be used in addition to traditional 


treatment, but that it can be just as healing and valuable for recovery. I started to wonder 
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whether I was clear in my approach. I had to make certain, so I asked them if they 
understood that I am in no way suggesting any counseling regarding spirituality if it is 
not wanted, accepted, or believed. Those present responded in a very affirming “yes” and 
said they understood that from the very beginning of my research. I was relieved to know 
I was not misunderstood in my communicating this vitally important idea at this point of 
the research. 

Now the remainder of the participants began to assemble in the room. We spent 
some time discussing the origin of PTSD, how it was discovered, how it has evolved over 
time, and the naming of the “disorder/condition,” treatment that is available, and long- 
term prognosis. We also spent time discussing God role in this and how prayer may make 
a positive impact to those who struggle with their diagnosis. 

Some of the topic discussion swirled around omnipotence, omniscience, and 
omnipresence. We spent time explain what each word meant, and how God interacts with 
all of us through these dynamics. I could see that there was excitement gathering around 
these topics, and interest to hear and learn more regarding God’s desire to be a part of all 
of our lives. There was discussion about God’s role and interaction with patients. 
Although nobody mentioned ever talking to patients about this subject, they were very 
interested in hearing and learning more. This was a week where I could see that interest 
in what I was doing began to flourish. The participants were now able to realize the value 
of what we were discussing, and how it could be applied in the world of suffering 
patients. I came away thanking and blessing God for this time and opportunity to 


showcase a small piece of God’s awesome dynamics. 
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We closed with a prayer; everyone had a smile as they filed past me on their way 
out. Each thanked me again for being there. This week was different, there was an energy 
[had not felt previously in the room. This was a feeling or mood between nervous energy 


and just fun. 


Workshop Five: Interdisciplinary Foundation 

I arrived early and set the donuts and cookies out. As the group started to enter the 
conference room, most folks thanked me for the cookies and donuts. When all arrived 
and taken their same seats, I asked if it would be alright to pray. All nodded 
affirmatively, so I went out on a limb and asked, “would anyone feel comfortable 
opening with a word?” When I asked the question, I was just testing the waters, knowing 
that this was the Veterans Administration and several of the participants knew that the 
Chief of the Department was present, so I expected there would be no takers. After a 
pregnant pause, a gentleman said, “I'll do it.” Not only was I mistaken and surprised, but 
I could also detect a small smile on his face. Perhaps it was liberating, breaking a taboo. 
Perhaps he felt a little bold to step out and pray in front of coworkers with whom he had 
never prayed before. Perhaps it was a significant moment for him of identifying publicly 
in his workplace as a Christian and believer. The smile may have been nervousness, 
excitement, or a way to communicate to all present that he felt like praying and, 
government agency or not, he was bold enough to do so. 

His prayer was beautiful, and it was a blessing to me to listen to his words. He 
expressed his gratefulness for this subject matter being discussed for those who have 


suffered with PTSD, and prayed for the patients and for the staff who offer and provide 
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healing. I could sense this was not the first time he prayed about this subject, and it had 
been on his mind recently. He prayed for me and all those present. It was a very good 
prayer, and I could tell he felt fantastic being able to do that in the workspace. I 
approached him afterwards and asked if he had ever done that before at his job. He 
emphatically looked at me and giggled, saying, “NO!” His ability to pray on the job was 
a fun moment for both of us. 

Then, as a group we did some review, acknowledging that everyone’s ideas and 
opinions are valid. I expressed how far we had come in just a few short weeks. Then I 
moved into the teaching of the Interdisciplinary Foundation work that I was required to 
prepare for the program. As we shared ideas and thoughts about how prayer has helped 
some of those present in the meeting, I could see there were a few (very few) who 
remained unengaged. I wanted to probe, but I felt as if they would view that as a pressure 
tactic, so I decided to ask about other ideas that could enhance the treatments that patients 
currently receive. 

I took a few moments to explain what Interdisciplinary Foundations translate into 
for this session and my research. Interdisciplinary Foundations would take on the 
meaning of combining the physical nature of healing (1.e., drugs, therapy) with the 
spiritual nature of healing. I explained that and the group immediately gravitated towards 
the concepts. It was easily recognized that the connection was forged and the group 
expressed the potential benefits. 

There were too many good ideas to successfully capture. This group had become 
very resourceful, and this setting allowed their ideas to reach the right audience—hospital 


leadership. Some of the leaders present received some of the suggestions, asking for more 
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and greater details. I could see them taking and sharing notes. At this moment, I sensed 
being here with my questions, surveys, and teaching about Interdisciplinary Foundations 
offered these clinicians an opportunity to share ideas, even if only for a fleeting moment. 
The thoughts and creative juices began to flow openly in our group discussions. 
Introducing God and spirituality into the discussion was welcome and met with a 
controlled joy. I could visibly see that some present felt this was a healthy and great 
concept; however, we were still ina VA government run hospital, so exuberance had to 
be measured. 

One individual offered for the opening discussion, “Introducing God and 
spirituality is a technique that we need to be careful when approaching the supernatural 
realm.” I worried this was going to kill our discussion, but, to my surprise, it took a 
different twist than I anticipated. The man continued, 

We cannot force a belief system; this has to be done on an individual basis. I 

believe we are Spiritual beings, and we must be cognizant of that. It is difficult to 

separate, and I believe even unnatural. It [spirituality] arises because it is in 
people. We are Spiritual beings, and this is how we see (or not see) God. There is 

a piece of us, that craves the healing that comes through God (or a higher being). 

But as a practitioner of medicine, this element has been absent for far too long, 

possibly even by design, or intentionally. It has been removed from the academic 

aspect and from the bedside because we just don’t know who we are working with 
from a Spiritual assessment. It is impossible to know one’s value system or beliefs 
which could prove to be uncomfortable at best, or downright insulting at worst. 

For me personally, this is an extremely important dialog because this is how I see 
the world, through the spiritual influence on me. If we allow room and space for a patient 
to open up, then we have a door that opens, and we can be invited into a conversation 
about spirituality and prayer. This subject now stirred a curiosity that aroused more folks 


in the room to get comfortable and participate, especially since it was being evoked by 


one of the senior doctors. 
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One woman volunteered, “most of the patients I interact with brings up the 
subject of prayer.” I immediately probed her response asking her to say more about that. 
She stated that what she had done regarding patient treatment and spirituality in the past 
was not a problem with the VA, since she did not impart her beliefs or offer an opinion, 
but instead listened and gave patients space. She said, 

I would just meet patients where they are in their faith and would silently pray 

with and for the patient, family, and medical team working with the patient. When 

it comes to moral injury, the vast majority of my PTSD patients feel that what 
they have done or committed is unforgivable, and God cannot or will not be able 
to accept them. When you have an eighteen-year-old kid, who did what he did to 
survive, and when they reach the age of forty, there is a time of reflection, they 
become despondent and feel useless and rejected. This type of moral injury 
requires a discussion about salvation. We must begin a process for those who fear 

God’s wrath early in the process. 

At that very moment I found myself taking a deep breath and silently petitioning 
God, “please don’t let me start crying.” This is the very foundational issue I have 
struggled with for years. This is what I am driving towards, but I could not even speak for 
a few moments. My eyes began to fill with tears, and I remained silent so my voice 
would not breakup if I started to speak. 

This woman (thankfully) continued to speak about a “phenomenal” chaplain in 
the Murfreesboro, Tennessee VA. She described how he was so unassuming in his 
approach and did not impose his beliefs but allowed patients to open up. She continued to 
talk about his spiritual guidance and teaching programs that offered a six-step plan to 
recovery. She added, 

We cannot be in a recovery environment where we find ourselves preaching “at” 

people and telling them how to feel or think. This process needs to be “teased” out 

of a patient by allowing them to mentally walk through a recovery process that 
opens a window allowing a patient to see and express Spirituality through grace, 


logic, and forgiveness. This happens when they can see a greater media of their 
events and how it interacts with God’s Divine plan(s). We need to meet people 
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where they are, and I don’t mean unconditional acceptance, such as accepting 

unacceptable behavior, but accepting a fellow human, and working through their 

traumatic experiences, and honoring them as people and not coming to them with 
judgement. It is powerful to accept a person for who they are and being present 
with them. It takes a while for patients to know that, but once you have a mutual 
trust, they know it, and begin to respond and make progress in their healing . . . , it 
is relationship! Just being able to listen and hear their story. When you listen, the 
patient can sense the connection and begins to feel safe. For all of us to be heard 
brings value to us, and with value comes healing and self-worth. 

She spoke of a patient she once had that brought a card to share with her. She 
explained, “I never thought this individual to be Spiritual or religious on any level.” He 
showed her a card that he keeps on his bedroom mirror. The card had several scripture 
quotes written on it. She said, “this person has never mentioned God once in three years 
of treatment.” She continued, “this man said, these passages have kept me alive, and I 
want to share them with you.” She volunteered, “We don’t know what’s going on with 
people and we should never assume we do.” 

This was the most productive session for me. It allowed me to have a very brief 
look into what the individuals who make up the VA may be feeling. This session proved 
to be the “nugget” of information I have been seeking. Those present felt like they could 
be comfortable sharing with me their thoughts regardless of their superiors being present, 
and many shared deep and heartfelt thoughts about spirituality being a healing 
mechanism for those who have suffered with PTSD. 

I felt like we could have continued for several more hours, but I had to respect the 


time. We closed with a prayer, and I thanked all for participating and offering some really 


good information. 
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Workshop Six: Integration 


This week was a little different, as one participant was home recovering from 
surgery, and a new gentleman (who incidentally works on the Institutional Review Board 
in the PTSD research department) joined the group. 

I provided the new member with a consent form to read and sign and gave him the 
pre/post questionnaire and the other group discussion questions to answer. He very 
graciously provided all the information. Unfortunately, he did miss the prior five weeks 
of discussion. 

The conversation began with me giving the new arrival all the information about 
me and what I was trying to accomplish. Others in the room provided highlights to give 
him as much information in the short amount of time we had. Then we began to discuss 
any topic that the group wanted to volunteer. This conversation became very exciting and 
productive. There was a new energy that the group had not displayed during previous 
meetings. Everyone offered something: some offered abundant information, and others 
were very deliberate in the information they shared, but all of it was very useful. 

When I asked if there were any closing thoughts about what the VA could do to 
enhance support for veterans who seek mental help associated with combat-related 
PTSD, one group member asked if I had ever called the ‘Suicide Hotline.” I replied that I 
had not. Then he proceeded to tell me that would be the first place he would make 
changes. He told me that it was a “decision tree” and ineffective, explaining, “If 
somebody was calling in because they were suicidal, they would have to go through 
many prompts before they would even get to a warm-blooded person. You ought to try 


calling the Suicide Hotline when you get out of this meeting.” I thought this was an 
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amazing suggestion that never crossed my mind and is an obvious and easy fix. The 
system is antiquated, and very poorly done, and should be acted upon, regardless of any 
other changes that come out of my research. When a patient who is in desperate trouble 
calls, they need help at that precise moment, not after waiting several minutes and 
selecting prompts from a decision tree menu. 

The lead psychologist spoke next and commented on a film that was required for 
all staff to watch concerning workplace violence. This is a very serious problem in 
Mental Health Departments in VA hospitals across the nation. He is exposed to it in his 
normal course of mental health practice and suggested that there needs to be a greater 
effort to deescalate patients before they begin therapy. Violence is a common symptom of 
combat-related PTSD and impacts too many health care providers. His suggestion was to 
pair up health workers—at least two, if not more—during the treatment of a patient with 
a penchant for physical violence. He also suggested utilizing video meetings from 
separate rooms. He added that the patient’s room should or could be utilized for a 
temporary “cooling off’ facility which can be locked from the outside. At first, I felt very 
uncomfortable with this suggestion, but when he revealed the frequency of physical 
violence that he personally has experienced, I could readily understand his concerns. I 
cannot even begin to understand the legalities involved in “cooling off’ rooms, but I do 
understand the need for both the treatment for patients and the safety of healthcare 
workers. If there is any way to accomplish both goals, it would be extremely impactful. 

Another volunteer moved to a new topic that was most interesting to me. He 
stated that he enjoyed the meeting we had that revolved around religious beliefs. He 


explained that he was a PTSD patient and suffered frequent episodes of fear, followed by 
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anxiety, which ultimately led to bouts with drugs and alcohol. The point he focused on 
was the importance of God in his life. He knows he has a long way to go in his recovery, 
and that the progress he has made would not have occurred without a good spiritual 
foundation and the knowledge that God was for him. His story made it abundantly clear 
that “treatment is not a one size fits all” and the world has always been complex, and its 
complexity continues to grow even more rapidly every day. I have uttered these very 
same words on more than one occasion, so, although he is a very small sample of the 
population, I wanted to connect with his contribution in my research. He was on the same 
wavelength as me and provided the credence of having spiritual support. He knew the 
value of spiritual support and a belief in a God that has not abandoned him. This was the 
very essence of what I was hoping to find, and even though it was our last meeting, I was 
elated that the comments were made known in a public setting. 

I prompted another gentleman to speak; I asked if he would like to share any 
parting thoughts about what we discussed over the past six weeks. This individual had 
been quiet and shared very little. However, what he did share was always interesting and 
had merit. This time he said, 

What we learn in the military is to act without thinking. We are to be a 
reflex to our environment and sometimes that means doing things that we have 
the rest of our lives to discern the validity of our actions. Many of these actions 
cannot be recalled or retrieved, but the violence and intentions were intended to 
keep me and my buddies alive. If the circumstances required me to hesitate for the 
briefest time, I may not have the privilege of having this interaction with you 
today. 

I am grateful that you have selected this work to study and bring an 
awareness to a population that stands in judgement of me. . . and could never 
understand the situation because they have never experienced the ferocity of what 
transcends in a combat theater. Many well-meaning young fellows have not had 


the privilege of growing old because of their sacrifices, and some will age with 
bodies that have been radically altered forever, stealing hopes of a future who 
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many in this room enjoy daily. Some have minds that don’t think or work right 
anymore, but no one gives them a second look. 

So, you go tell our stories, and say your prayers for us because we 
probably need them. We live in a country that has become ungrateful, 
unconcerned, uncaring, and unchurched. I love my God, and I still love my 
country, and don’t think many others give a damn. I worry that all your hard work 
will unfortunately be unappreciated, or not cared for at all. I am happy to see that 
you are doing it for all who have served, and just reminding them God is out here 
and would love to get to know them. Most people never mention God one damn 
time in their day, or even in their lives for that matter. If we had God get back in 
the schools and people back in the church pews this would not only make them 
better, but it would also go a long way to improving our country. 

It’s too late to wish you would have taught your child some manners after 
they been killed for being a juvenile delinquent. Our country has become a vast 
wasteland of people who have no interest in anything, and only look forward to 
making it to the next day. We have lost hope, this generation needs God, and 
needs parents who are wanting to teach them about God. I want to thank you for 
this time and research, I just want something good and positive to come out of it. 


As the group volunteers continued to contribute their experiences, one individual 
randomly shared his trigger points and the things that cause mood swings in his 
personality. He shared, 

The smells that I experienced in a combat zone, or the battlefield were always 

unpleasant. Decaying flesh sometimes nauseated me or the smells of gunpowder 

that just hung in the extraordinary, heated air of the desert. The places where 
some of my fighting took place were deplorable and did not have the best sewer 
or sanitary conditions. It was just hot, smelly, stinky .. ., it was just a hell hole... 

When I encounter certain odors to this day, it takes me back to places I wished I 


never experienced. Smell is a powerful reminder to things and places I cannot 
forget.” 


Summary of Learning 
In pursuing my research, I utilized a pre and post survey with the exact same 
questions as a control tool. This allowed me to understand if the initial response would 
change after sharing and teaching some important subject matter. All the participants 


(100%) were asked and agreed to engage in the pre/post survey process, provide written 
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answers to the distributed questions, and offer dialogue in the weekly meetings. All 


returned a signed Consent Form. In the following pages I have provided the results of my 


research in addition to what I find to be rational and reasonable explanations. 


Analysis of Survey Results 

My initial survey questions gathered demographic information. While the answers 
to these questions could not be analyzed for changes (since, for example, level of 
education would not change pre to post survey), they do provide insight into the 
relevance of their contributions to my research on PTSD. 

Question one asked, “Name, Education, Years Experience. What percentage of 
your responsibility requires you to work with PTSD patients?” Four of the participants 
held a four year degree, three held an advanced degree, and four were doctors. The 
participant with the least experience working with patients with PTSD had one year of 
experience, the participant with the most had 27 years of experience, and the average 
amount of experience among the participants was nine years. While one participant 
responded saying they spent zero hours a week dedicated to PTSD, the average amount 
of time each participant spent dedicated to PTSD was 18 hours. One participant spent 
over 40 hours a week on it. 

Question two asked, “What level of severity of PTSD are you permitted to work 
with?” Seven of the participants were cleared to work with those with minimal levels, 


and four were cleared to work with patients with severe levels. 
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Question three asked, “Are you part of a team that works with patients? If not, 
why?” All of the participants worked with, for, or around patients with PTSD. Four of the 
eleven only contributed through research and oversight and had no patient contact. 

As these first three questions and answers reveal, each participant was involved in 
PTSD treatment in some capacity. Some were directly involved with treatment, and some 
were researchers whose efforts were separate from hands-on contact with patients. Every 
participant had a minimum of a four-year degree. Those with advanced degrees from 
additional studies and were considered “Subject Matter Experts” or medical doctors. To 
me, this level of education among the participants demonstrated their commitment to 
understand and further the research in this field. This could be corroborated in the years 
of practice and hours per week they spent on PTSD. 

Change was possible to demonstrate in these next survey questions, so the results 
of the pre-survey are compared here with the results of the post-survey. 

Question four asked, “Typically, when you treat a patient what is the normal 
procedure?” On the pre-survey, all of the respondents said, “Initially there is an 
assessment of the depth of PTSD, followed by three different types of trauma treatment. 
This can range from 4—6 weeks.” On the post-survey, all but one of the respondents 
repeated this answer. One respondent stated they would offer silent prayer for all patients 
they would be assigned in the future. They may even look for the proper time to inquire 
about a patient willingness to pray. The current protocol for “In Patient Processing” is a 
standard operating procedure that is followed very closely. Significantly, this change in 
one person’s response represents approximately a 10% shift in awareness within the 


group as a result of our discussions. Question five asked, “What are the common 
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medications utilized?” All the respondents indicated, “Psychiatry prescribes based on 
individual needs. This is not a one-size-fits-all diagnosis.” This is a generic response that 
would not change in the surveys, it was more of a fact-finding question to quantify any 
existing variances in the treatment approach. 

Question six asked, “What is it about the current treatment protocol that you feel 
is ineffective?” On the pre-survey, all of the participants stated, “Avoidance and 
readiness are most likely to reduce follow-up with treatment.” On the post-survey, all but 
two of the participants indicated the same response. Two participants, however, said 
some form of Spirituality may be introduced early in the process. The teaching and 
learning favorably altered two opinions. While this does not represent a large change, in 
the sample size it does equate to approximately 20%. 

Question seven asked, “Describe prior experiences with patients when treatment 
failed. How did you or the staff respond to failed treatment? On the presurvey, all of the 
participants indicated, 

Veterans may not respond to treatment when they stop attending treatment. The 

hospital staff will make efforts to reach them three times then send letters in 

attempts to re-engage them in care. If they are attending but are not noticing 
improvement in their symptoms, there are additional discussions around 
contributing factors such as avoidance, not completing homework, life stressors, 
new treatment methods etc., and adjust accordingly. 
One response changed on the post-survey, as one respondent said, “Ask upon ‘In Patient 
Processing’ if the patient would be interested in any Spiritual discussions.” As a direct 
result of teaching and learning, one opinion altered favorably, representing a 10% shift. 
Question eight asked, “If you were responsible for the treatment plan for PTSD 


patients, how would you structure the plan? What professionals would you include? 


Does the treatment require a new wing of the hospital?” On the pre-survey, all of the 
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participants said, “The psychiatric staff is currently in charge of individual treatment 


plans for therapy services where they identify goals for the specific treatment, different 
ways that will measure the results against goals, treatment selected, and time frame for 
the selected treatment.” On the post-survey, four respondents offered a different 
response: “Consideration to the Spirituality aspects of healing should be considered as 
additional tools when treating those with PTSD. Thanks to our recent discussions, this 
may be open for more discussion.” These answers suggest an interesting dynamic 
between the pre- and post-surveys. Four people were now considering a prayer element to 
treatment. Approximately 37% found that it may offer some hope, healing, or enhanced 
treatment. 
Focus Interview Questions 

The following set of questions were prepared in advance for the group to ponder 
and fill in their response during our first meeting. Each of these questions was captured in 
writing and later discussed during the weekly meetings. Once the information was openly 
vetted, there was a difference in the group’s verbal response vs. what had been initially 
written. Each question and the written answers (a.—m. represents every participant’s 
response) is provided below. 

1. Do you believe that introducing God/Religion/Spirituality in the process would be 
beneficial? 
a. Absolutely, yes! Could make all the difference in the world to the patient and 
his/her recovery. 
b. Absolutely! If they can realize that God can help them through this process — 


it may come to a solution for the rest of their life. 
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c. Yes, God heals all. 

d. Yes, most definitely. Everything is possible with God. 

e. Yes 

f. Absolutely. Faith in the Lord will strengthen your life. Believing in God and 
understanding His divine plan will give hope to those patients that feel life is 
not worth living. 

g. Yes. Therapy introduces Spirituality. 

h. Yes. 

i. Absolutely. Hope and a future are critical in my research. 

je Yes. 

k. I think that if a person is receptive to Spiritual discussions, then that should be 
supported. If the patient is not receptive, then a forced discussion could be 
counterproductive and increase stress. 

lL Yes. 

m. Yes. 


The response to this question was overwhelmingly in favor of prayer for PTSD 


patients, but with reasonable caveats. It obviously would do no good to introduce prayer 


where it is not wanted. 


2. Does the Veterans Administration currently use any God/Religion/Spirituality in 


the healing process discussions? 


a. 


b. 


Cc. 


Don’t know, but I would hope so. 
Not aware of anything. 


DNK (do not know) 
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d. I know they offer Chaplin services, again I would think it would help. 


e. N/A 

f. Don’t know. 

g. Yes, send to Chaplin. 

h. Not to my understanding. I haven’t seen any religious practices offered to any 
VA patients. 

i. I know they are available but do not believe the services are offered. 

j. Pm not sure. 

k. Iam not absolutely sure, but I know we have those resources as they are 
part/members of our IRB committee. 

1 N/A 


m. When requested by patient or family. 


The answers suggest that there may be Spiritual help available; however, not all 
are aware of the resources within the VA. There were no disparaging responses, and I 
believe the answers are in favor of Spirituality being provided in the healing process. 

3. Do patients ever request any Spiritual involvement in the recovery process? 

a. N/A 

b. Not Aware 

c. DNK, but I would think some would. 

d. I would think some if not most do. 

e. N/A 

f. N/A 


g. Yes, the patient would be referred to a Chaplin. 
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Personally, I have. But was never directed to anyone. 


Not sure. 

I do not have experience with this, but I would assume yes. 

Not sure — don’t have specific interaction with patients. 

I don’t know. 

Yes. Those who have a strong connection with the church will request 


Spiritual counseling. 


The answers suggest there is some confusion of what to do if a patient has a desire 


for Spiritual involvement in the healing process. Again, there may be some help 


available, but there seems to be a breakdown in what the process is/should be. 


4. Is assigning clergy/chaplaincy standard operating procedure to those who identify 


as Christians (or any religious affiliation)? 


a. 


b. 


N/A, but I would hope so. 

Not sure if there is but I feel it should be. Not to be forced on them but if 
interest allows — most certainly. 

DNK — Think it should be available. 

I would believe any Spiritual help would be available. 

N/A 

N/A 

Done during intake — meeting with someone of their faith — part of the 
process. 

I have never seen this offered. But I would have loved this opportunity. 


Not sure. 


j. 


k. 


1. 
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Unknown — would assume so. 


Not sure. 


N/A. 


m. Yes. We have an active Catholic and Protestant Chaplain service. 


The answers suggest that there is some confusion about what may be available for 


Spiritual healing. 


5. Are Bibles (or any religious documentation) available or provided at the healing 


process? 

a. Don’t know but I would hope so. 

b. Not known. 

c. DNK—I think that they should be available. 

d. I’m sure it is. If not, it should be. 

e. N/A 

f. N/A 

g. Not standard — but provided if asked for. Staff would have got one if it was 
needed. 

h. Ihave never seen a Bible in any patient’s treatment rooms. 

i. I believe so. 

j. Same as #4 (“unknown — would assume so.’’) 

k. Not sure. 

1. Possibly? 


m. Yes, when requested. 
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There seems to be a common thread in the consistency of the answers. No one is 


certain of the process. However, there may be some Spiritual treatment available. 


6. Do patients ever pray aloud or include staff members in their prayers? Do staff 


members ever offer to pray with patients? 


a. 


b. 


Ll. 


Don’t know but I would hope so. 

Not known. 

DNK 

I would hope this is a common practice. 

Most cases I have seen. 

Not enough discussion (individual and group) with the patient as well as with 
family. 

If they wanted to, they could, or this person would. As long as it is about the 
client. 

I never seen this. 

I don’t think so. 

Same as #4 (“unknown — would assume so.”’) 

Not sure. 


No idea. 


m. Yes, and yes. When the staff is Spiritually inclined. 


Again, uncertainty about procedures was evidenced in the responses. 


7. (Referring to question 6) If not, why do you think this does not occur? Do you 


believe it would be helpful? 
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A patient just might feel awkward in doing so. Yes, it would be helpful. 


Potential lawsuits, potential loss of local, state, federal funding. 

. [believe it would be helpful if accepted willingly. But I’m sure the staff is 
probable afraid to try or maybe they don’t believe in themselves. We don’t 
know that (or maybe they don’t have time since everyone is so shorthanded.) 
Probably concerned they would be accused of violating their freedom of 
religion if their religion were different. Religion can be considered private and 
too personal to be shared by some. 

. Ido believe it would be very helpful. I have heard that the government may 
not allow this. That is a mistake to take away someone’s right to call upon 
their Spiritual source for help. 

Bring the Words of the Bible into their lives. I believe God can help all 
people. Everything is possible through God. I believe therapists need to be 
exposed to the types of PTSD that they are counseling. 

More follow-up with family members, not always available or willing. 

. Not everyone has the knowledge to respond. 

. Religious practice in the public is frowned upon unfortunately. Most staff 
members are afraid to receive punishment from their employers if they try and 
insert their religion or offer prayer with a patient. 

I would think most people are not comfortable with outward prayer. 

I have no experience with this. 

. Labsolutely do think this should be included. 


Not sure. I do believe, with the right mindset, it could be possible. 
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m. It does occur. 


The most important discovery I found while going through this process was that 
not all my questions were as scientific or useful as I initially thought. That said, they did 
offer insight and information that initially I had neglected to consider. Some of the 
information I had sought was not being asked in the proper vernacular. However, I was 
personally enlightened by the medical staff and what they had to contribute. While the 
sample population was relatively small in the grand scheme of research and “absolute” 
results, the overarching information that I gathered did affirm my initial thoughts. 

It is fair to say that 100% of my participants felt there were benefits to including 
prayer in PTSD treatment. The vast majority (90%) believed that it is a delicate subject 
and must be approached in a way that is conducive to the beliefs of the patient. When I 
asked the focus group participants if the gatherings and discussions I led were beneficial 
on an individual or institutional level, 100% noted that there were grounds to consider 
prayer in healing. Also, 100% were intrigued by the “Foundational” teachings that were 
offered. Some had never been exposed to Biblical stories, while others stated, “it was 
refreshing to hear and share them in the workplace.” Two individuals expressed, “this 
focus group has allowed me to come to work in the morning and pray for my patients 
before making my rounds.” While another said, “I hope I can carry this momentum each 
day, long after you have left. It feels pretty good to pray for my patients.” 

My time spent studying the effect that prayer and spiritual involvement on those 
who have been diagnosed with combat-related PTSD has been edifying and rewarding. 
Due to the sensitivity of the subject matter, I did not involve myself with any patients 


who were actively seeking treatment. However, two (at least two I was aware of) 
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individual in my target group had been patients decades ago before the terminology was 
labeled PTSD, one individual referred to the diagnosis as “war rage.” Unbeknownst to 
me at the onset of our meetings, the individual approached me later and revealed that 
“they” had been a patient at a previous time. I asked if “they” would like to be removed 
since my IRB prohibited me from talking with patients. The individual smiled and said, 
“T need to be a participant, I work with patients daily, I am a good resource for your 


project, and I have not been a patient for many many years.” 


Conclusion 

I set out to just understand if prayer was a component to the healing process 
offered by the Veterans Administration, especially since it is a United States Government 
sponsored operation. My findings were not as black-and-white as I would have expected, 
nor is the VA completely void of any spirituality in the healing process. Having 
discovered this, the Veterans Administration Hospital(s) must be given credit for what is 
available. 

At the conclusion of my research with the focus group sessions, the participants 
indicated that there may be a need for more and deeper research utilizing prayer and 
spirituality in the healing process. If I were to begin this process again, or take it to 
greater depths, I would utilize more probing questions and schedule one-on-one 
interviews with the attending physicians. I would consider joining a group therapy 
session to silently observe and collect data directly from patients, if permitted. 

My observation of the feedback may not be completely scientific and may be 


limited due to the sample population size. But the overwhelming positive response from 
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the participants and survey results leads me to believe, beyond a reasonable doubt, that 
prayer and spirituality can and do offer comfort and healing to those who have been 
diagnosed with combat-related Post Traumatic Stress Disorder. The comfort and healing 
that come from prayer, spirituality, and the involvement of God may ultimately accelerate 


these patients’ recovery. 
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